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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and Effective 


for the tense and 
nervous patient 


simple dosage schedule relieves anxiety 
1 dependably — without the unknown 
dangers of “new and different” drugs 


9 does not produce ataxia, stimulate the 
appetite or alter sexual function 


3 no cumulative effects in long-term 
therapy 


4 does not produce depression, 
Parkinson-like symptoms, jaundice 
or agranulocytosis 


5 does not muddle the mind or affect 
normal behavior 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 


tablets; bottles of 50. Also as MEPROTABS*—400 mg. 7 
unmarked, coated tablets; and in sustained-release ® 
capsules as MEPROSPAN®-400 and MEPROSPAN®-200 l OW ] } 
(containing respectively 400 mg. and 200 mg. meprobamate). 


*TRADE-MARK meprobamate (Wallace) 


WW) WALLACE LABORATORIES / Cranbury, N. J. 
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tranquilizer-induced 


tion with sialorrhea...[COGENTIN] gave 
H prompt relief in 86%..." of patients 


reversed with COGENTIN 


action is unusually well tolerated.‘ 


without lowering phenothiazine dosage 


formation on use accompanying the package 
or available on request. 

Supplied: Tablets COGENTIN (quarterscored), 
2 mg., botties of 100 and 1000. New dose 
form: Injection COGENTIN, 1 mg. per cc., 
ampuls of 2 cc., boxes of 6. 

References: 1. Kruse, W.: Dis. Nerv. System 
21:79, 1960. 2. Ayd, F. J., Jr.: Clin. Med. 6:387, 
1959. 3. Brock, $. (Moderator): Bull. New York 
Acad. Med. 32:202, 1956. 4. Doshay, L. J., 
and Boshes, L.: Postgrad. Med. 27:602, 1960. 
COGENTIN is a trademark of Merck & Co., Inc. 


GD MERCK SHARP & DOHME 
Division of Merck & Co., INC., West Point, Pa. 
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SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
skeletal muscle 


relaxant ‘ANE TIN 7° 


Succinylcholine Chloride 


patient relaxed + shock given 
patie 


90 Seconds After Injecti _ 180 Seconds After Injection ; 
* modified clonic phase * normal respiratién.returns 


(total time of shock jure 
approximately 3 minutes average: 


fa pid Comments from the literature: 


«.., method of choice.” 


re | axation Havens, L. L.: Dis. Nerv. System 19:1 (Jan.) 1958. 


-... recommend its use.” 


Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


fa pid 114:698 (Feb.) 1958. 


treatment of choice.” 
recove ry Michael, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 
Dis. 126:535 (June) 1958. 
“,.. irrespective of age.” 
Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955. 
Complete literature available upon request. 


‘Anectine’® brand Succinylcholine Chloride 
Injection: 20 mg. in each cc., multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Injection ‘ANECTINE' IV. 60 Seconds After Injection 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressio’ can be 
relieved by Deprol and psychotherapy, with. - recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual! cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 


Bibliography (11 clinical studies, 764 patients) : 


® 

A A 1. Alexander, L. (35 patients): Ch h of di - 
Use of meprobomate combined with benactyzine (2-diethy! 
aminoethy! benzilate) hydrochloride. J.A.M.A. 166-1019, March 
1958. 2. Bateman, J. C. ond Carlton, H. N. (50 patients) 


Meprobomote and benactyzine hydrochloride (Depro!) as ad 

benactyzine + meprobamate iunctive therapy for patients with advanced cancer. Antibiotic 

Med. & Clin. Therapy 6.648, Nov. 1959. 3. Bell, J. L., Tauber, 

2 H., Sonty, A. and Pulito, F. (77 patients); Treatment of depres- 

sive stotes in office practice. Dis. Nerv. System 20.263, June 

Compos' : j 1959. 4. Breitner, C. (31 patients): On mental depressions 
ition: Each tablet contains Dis — System 20:142, (Section Two), May 1959. §. Land- 

1 mg. 2-diethylaminoethy! benzilate M. patients). Choosing, the sight drug for the 

hydrochloride HCl) and N., Soeore, G. S., Palmer, E., Slottery, i. 
Konefal, S. H., Henken, 8. S., Wood, C. A. and Ceresia, 8. 

400 mg. meges amate. (128 patients): Treatment of depression—New technics ond 


. j ; theropy. Am. Pract. & Digest Treat. 10-1525, Sept. 1959 
scored tablets. (Deprol) in the treatment brain 

phrenia and senility. J. Am eriatrics Soc. 7 . Aug. 1959. 

Dosage: Usual starting dose is 1 tablet 8. Rickels, ond Ewing. J. H. (38 pevients): Deore! in depres 
sive conditions. Dis. Nerv. System . (Section e), Aug 

q.id. When necessary, this dose may 1999. 9. Ruchworger, A. (87 petients), Use of Depro! (meoro: 
. gradually increased up to bomote combined with benactyzine hydrochloride) in the 
bl d. office treatment of depression. M. Ann. District of Columbio 

3 tablets q.i. 28:438, Aug. 1959. 10. Settel, E. (52 patients): Treatment of 
depression in the elderly with a meprobomate-benactyzine 

hydrochloride combination (Depro!). Antibiotic Med. & Clin 

Therapy 7:28, Jan. 1960. 11. Splitter, S. R. (84 patients): The 

core of the anxious and the depressed. Submitted for pub- 
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INFORMATION FOR CONTRIBUTORS 


Manuscripts—The original manuscripts of papers read at the annual meetings of the Association 
should be deposited with the Secretary during the meetings, or sent to the New York office 
promptly afterwards. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JoURNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at other 
meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the Editor, 
Dr. Clarence B. Farrar, 200 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of the paper. They must be 
prepared in conformity with the general style of The American Journal of Psychiatry. Retain 
a carbon copy of manuscript and duplicates of tables, figures, etc., for use should the originals 
be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, others 
collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wherever 
possible, drawings and charts should be made with India ink for photographic reproduction as 
zinc etchings. Photographs for halftone reproduction should be glossy prints. Illustrations should 
be as small as possible without sacrificing important detail. Redrawing or preparing illustrations 
to make them suitable for photographic reproduction will be charged to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $7.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed on separate sheets. Tables are much more expensive to set than text 
material and should be used only where necessary to clarify important points. Authors will be 
asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H.: Am. J. Psychiat., 95 : 271, Sept. 1938. 
2. Hess, W. R.: Diencephalon. New York : Grune & Stratton, 1954. 
Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

Articles appearing in this Journal do not necessarily reflect the official attitude of The American 
Psychiatric Association or of the Editorial Board. 

The subscription rates are $12.00 to the volume: Canadian subscriptions $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.50. Copyright 1961 by The American Psychiatric Association. 


Office of Publication, 10 Allen St., P.O. Box 832, Hanover, N. H. 


Business communications, remittances and subscriptions should be addressed to The Ameri- 
can Psychiatric Association, 10 Allen St., P.O. Box 832, Hanover, N. H., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 200 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Second class postage paid at Hanover, New Hampshire. 
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Safe & Soun 


Sleep is safe as well as sound with Doriden. Because 5 years of clinical experience have proved 
its wide margin of safety, Doriden has become the most widely prescribed nonbarbiturate 
sedative. In contrast to barbiturates, there’s no need to restrict Doriden in the presence of 
renal or hepatic disorders. And Doriden rarely, if ever, causes respiratory depression; it is well 
tolerated by the aged and debilitated. All the benefits of safe and sound sedation come with 
a prescription of Doriden. For complete information about Doriden (including dosage, cau- 
tions, and side effects), see 1961 Physicians’ Desk Reference or write CIBA, Summit, N. J. az 
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(glutethimide CIBA) 
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Trilafon provides therapeutic 


perphenazine 


support in the hospital situation 
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Trilafon 


maintains functional gains—supports the 
patients readjustment to home and community life 


Liquid Concentrate. Consult Schering literature for indications, dosage and 
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Available as Tablets, Injection 


administration, precautions and contraindications. 
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in the disturbed patient... 


UNTROUBLED 
SLEEP 


NOLUDAR induces quiet sleep, even in patients 
with organic psychosis who have severe 
sleep resistance. Nighttime distortions and 
fears usually disappear; pre-sleep disorien- 
tation and agitation are reduced. NOLUDAR 
does not modify the c&c of the waking pa- 
tient nor significantly alter the tracings of 
physiologic sleep. Further, NOLUDAR does 
not depress abnormal brain-wave activity. 
To provide sound, restful sleep without sac- 
rificing safety, without prolonging awaken- 
ing time, without altering the natural sleep 
pattern, specify NOLUDAR, the non-barbitu- 
rate hypnotic. 


NOLUDAR 300 


Brand of Methyprylon 300-mg CAPSULES 


NON-BARBITURATE HYPNOTIC 

When a gentler hypnotic effect is desired, 
NOLUDAR 200 (200-mg tablets). For daytime 
sedation, NOLUDAR 50 (50-mg tablets), 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey 
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CONVENIENT, LONG-ACTING 


the predictable, specific agent to 
relieve anxiety and tension 


meprobamate, Wyeth 
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FORM OF EQUANIL 


The average adult daily dose is 1 capsule twice a day although a dosage range up to 2 capsules twice a 
day may be required by certain patients. Supplied: 400 mg. capsules. 

For further information on limitations, administration and prescribing of EQUANIL L-A, see descriptive 
literature or current Direction Circular. Wyeth Laboratories Philadelphia 1, Pa. 
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and anxious 
patient... 


af 
. the only sustained-release tranquilizer 


that does not cause autonomic side reactions 


¢ SAFE, CONTINUOUS RELIEF of anxiety and tension for 12 hours with 
just one capsule—without causing autonomic side reactions and without 
impairing mental acuity, motor control or normal behavior. 


* ECONOMICAL for the patient—daily cost is only a dime or so more than 
for barbiturates. 


Meprospan-400 


400 mg. meprobamate (Miltown®) sustained-release capsules 


Usual dosage: One capsule at breakfast lasts all day; one capsule with evening meal lasts all night. 
Available: Meprospan-400, each blue-topped capsule contains 400 mg. Miltown (meprobamate). Meprospan-200, 
each yellow-topped capsule contains 200 mg. Miltown (meprobamate). Both potencies in bottles of 30. 


(if WALLACE LABORATORIES / Cranbury, N. J. 
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_alone, depressed, and 


red, Lord Tennyson 


brand of phenelzine dihydrogen sulfate 


TRUE ANTIDEPRESSANT 


retaining natural zest, sense of contact, : terest in life 
- avoiding ataxia, drug-linked weight gain, dest tive impulses 


is on thre times preferably 
emotional tension, an tional tablet 


| 
curb anxiety without curbing precision skills 
 tocur g precision skills 
ve 
Indications: For use in the common anxiety-tension states, as well as in 
y= tions. in which heightened tension is a barrier to mental 
Supplied: Pink, coated, unr tablets, 200 mg., bottles of 100. 
Before prescribing of administering stmiatRAN, the physician-should consult the 
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for rapid sedation 
of short duration 
DURATION 11————-——— 
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ONSET 


for rapid sedation 
with prolonged effect 


DURATION 11 


SECONAL* SODIUM 


(secobarbital sodium, Lilly) 


when the patient 
must sleep 


Probably the most frequent type of insomnia is sleep- 
lessness caused not by physical discomfort but by 
mental unrest. Seconal Sodium is particularly useful 
in such cases. Sleep, once started, usually continues 
throughout the night. The patient awakens feeling re- 
freshed and free from aftereffects. 

Seconal Sodium, in adequate dosage, usually brings 
sleep within fifteen to twenty minutes. Rarely is more 
than 0.1 Gm. (1 1/2 grains) needed, and often 0.05 
Gm. (3/4 grain) is sufficient. 


TUINAL* 


(amobarbital sodium and secobarbital sodium, Lilly) 


when sleep 
must be sustained 


Occasionally, when the insomnia is of a more complex 
nature, the patient has difficulty in falling asleep and 
may also awaken in the early hours. This type of 
insomnia usually responds to Tuinal—a combination 
of rapid-acting Seconal Sodium and moderately long- 
acting Amytal® Sodium. 

Tuinal may be given in doses of 0.1 Gm. (1 1/2 
grains) for less severe cases. For more profound hyp- 
nosis of longer duration, the 0.2-Gm. (3-grain) Pul- 
vule® may be used. 


Amytal® Sodium (amobarbital sodium, Lilly) 
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1961 


PRESIDENTIAL ADDRESS 


PSYCHIATRIST, MEDICINAE DOCTOR * 


ROBERT H. FELIX, M.D. 


This week will draw to a close my efforts 
to serve you as the eighty-ninth President of 
our Association. Needless to say, one ap- 
proaches the end of such an exciting pro- 
fessional experience with mixed feelings. I 
venture that every President, however hard 
he has tried to render the best that is in 
him during his fleeting year, is virtually al- 
ways bound to conclude that his best was 
not enough. At the same time, the experi- 
ence engenders in him a new affection for 
his fellow psychiatrists who have so honored 
him and he will resolve anew to continue to 
serve them with redoubled efforts in other 
capacities. I am no exception to these 
phenomena. 

There is about our Association, or so it 
seems to me, a special quality of commit- 
ment to the simple proposition that psy- 
chiatry can do something for the welfare of 
mankind. As President I have sensed this 
anew in working with members of our staff 
whose diligence I venture can only be ex- 
plained in terms of their own sense of pur- 
posefulness in helping us to achieve our 
goals. My ear picks up the vital theme of 
purpose in the scores of committee delibera- 
tions in which a President participates. One 
detects it in the policy statements that the 
Association issues from time to time in the 
public interest. Its spirit is implicit in our 
avoidance, as an Association, of positions 
that would preserve ancient tradition and 
privilege in the face of changing social 
needs. It is evident in our openness and lack 
of defensiveness in our relations with the 
public and in our willingness over the long 
view to let our collective record speak in 
rectification of the incidental embarrass- 
ment. In a word, our Association is an 
instrument for the implementation of the 


_ 1Presidential Address delivered at the 117th 
Annual Meeting, American Psychiatric Association, 
Chicago, Ill., May 8-12, 1961. 


dedication that is in us. Its good works are 
on the record for all to see. Its potential for 
greater things to come is there for us to 
make the most of. 

Later this week the mantle of my office 
will fall on the capable shoulders of Dr. 
Walter Barton. All of you, I am certain, 
share my own deep sense of comfort that 
our affairs will be guided by so able and 
devoted a physician and servant of psy- 
chiatry in the coming year. As for me, let 
me say as prelude to my parting words in 
this Address, that if I were proud to be a 
psychiatrist before you so honored me, my 
pride in being one of you has multiplied this 
past year. To all of you let me extend my 
humble thanks and with it my resolution to 
serve you as you have need of me with all 
the energy I can muster in years to come. - 

It is obvious, even to the casual observer, 
that there have been great advances in our 
field in recent years. No longer can we plead 
abysmal lack of knowledge or attribute the 
load of chronic patients in our hospitals to 
our great dearth of effective techniques for 
their management and treatment. Our 
knowledge has vastly expanded, even 
though we cry out for more and push im- 
patiently and ever more vigorously at the 
frontiers to open up new vistas and add to 
our understanding of the many and varied 
phenomena which contribute to mental ill- 
ness and to mental health. None of us here 
would say that we know more than a small 
fraction of what we must know—the un- 
charted areas are much larger than those we 
have even sketchily mapped. Now in this 
7th decade of the 20th century, and the 
117th year of our Association, we look both 
with hope and expectation to the not too 
distant future when scientists of many disci- 
plines and skills will supply the answers we 
need—when out of dissonance will come 
harmony, out’ of confusion will come order, 


and that which is dark shall be illuminated. 
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The findings to date and the hypotheses 
they have made possible are breath-taking ; 
and if, on testing, even a portion of these 
result in well defined theory, our world of 
psychiatry will look like nothing our col- 
leagues of earlier generations would have 
dreamed possible. Moreover, even those 
hypotheses which cannot themselves be 
validated may and frequently do lead to 
new hypotheses based on the very data 
which were their undoing. 

Many of these discoveries will not only be 
exciting and challenging but undoubtedly 
will rudely shake some of our presently held 
and cherished concepts. Such an experience 
is, at the least, disturbing, but it should not 
be devastating. Many of these concepts were 
brilliant deductions arrived at as a result of 
searching observation. They are the best we 
have and we find that they serve us. None 
of us would say that they are immutable 
truths nor the fina] answer. Many of them 
are quite probably pieces of a greater whole 
which will become manifest to us when 
more of the components have been assem- 
bled. With each new verified discovery we 
approach a little closer to the whole truth, 
and this, in the final analysis, is what we all 
seek. For truth is the ultimate reality, the 
vera lux. 

It is, moreover, auspicious that our field is 
becoming attractive to workers in disciplines 
who formerly felt they could find no foot- 
hold or challenge in problems concerning 
the cause and treatment of the mentally ill. 
With the new information that has been 
acquired in the past few years, they now 
find their skills and techniques can be ap- 
plied to solving the unanswered questions, 
and they are devoting themselves in increas- 
ing numbers to research on problems never 
before attacked from these points of view. 
Thus we see chemists studying the nucleic 
acids in relation not only to nervous system 
function as usually conceived, but also in 
relation to such psychological mechanisms 
as memory. The possible role of trans- 
methylation in mental health and disease is 
beginning to be examined. The possible role 
of epinephrine and norepinephrine and their 
metabolism in mental health and mental ill- 
ness has provided insights and opened new 
avenues to investigation. The interesting and 
highly specialized dispersal of the biogenic 


amines within the nervous system, the action 
of drugs upon them, and their correlation 
with behavior is a large and exciting field 
only recently opened up. Physiologists are 
adding to our knowledge of the function 
of the limbic system and its significance in 
thought and behavior, both normal and 
pathological. The revolutionary concept of 
the graded response of the neuron, and the 
findings regarding the transmission of the 
nerve impulse across the synaptic junction 
are inevitably modifying and amplifying our 
understanding of some of the physiological 
bases of human behavior. The important 
field of psychopharmacology, that border- 
land between chemistry, physiology and 
psychology, is yielding up secrets which are 
promptly being applied to the treatment of 
the mentally ill with dramatic results both 
upon the patients themselves and upon the 
therapeutic milieu, including the attitudes 
of the treatment personnel. The social and 
other behavioral sciences are being vigor- 
ously explored and much of the findings of 
these scientists are of critical importance in 
the understanding of our patients. 

The theoretic constructs which underpin 
psychodynamic theory are undergoing crit- 
ical re-examination by a variety of disci- 
plines to the end that its contributions to 
psychiatric principles and treatment tech- 
niques will rest on more sound foundations. 
Due to the rapidly improving state of our 
knowledge in all areas, we are becoming 
better positioned to develop further our field 
of medicine for meeting the tremendous 
demands being made upon us. So much for 
a few of the areas of investigation which are 
contributing new insights to understanding 
the mental illnesses. Already we can see 
heartening and positive results. Each year, 
for the past 5 years the mental hospital pop- 
ulation in the United States has declined, 
reversing a trend of over a century’s dura- 
tion. Between 1955 and 1960, resident pa- 
tients in our hospitals decreased by 4.2%, 
or over 28,000, from a high of 560,000. Even 
more dramatic is what has happened to our 
patient population projections. Projecting 
the trend for the 11 years 1944 through 1955, 
the expected patient load for 1960 was over 
622,000. The actual figure of 535,332 pa- 
tients is nearly 86,000 or 14% below the ex- 
pected figure. This drop occurred despite an 
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average annual increase in admissions of 
over 6%, due to the fact that separations 
from the hospitals have exceeded admissions 
because of a steady increase of about 10% 
per year in the number of net releases. 

The dramatic changes in our hospital 
population as described by these gross fig- 
ures tell only part of the story, of course. 
There is occurring a change in the type of 
patients in our hospitals, and, because of 
this, a change in the types of patients seen 
in extramural settings, both public and 
private. Many of the chronic patients tra- 
ditionally seen in our institutions are disap- 
pearing. With the new therapies both psy- 
chological and pharmacological, and with 
the innovations in hospital ward adminis- 
tration, there is more likelihood of effecting 
early and favorable change in the clinical 
condition of the patients under our care. 
The result has been more releases and an 
increasing emphasis on extramural care and 
on the importance of the community as a 
therapeutic resource. Accompanying this 
has been growing recognition of the less 
favorable influence of the large hospital as 
contrasted with the smaller one, and the 
therapeutic advantages of the hospital of 
1000 beds or less. 

General public acceptance of this philoso- 
phy—and it cannot come too soon for the 
good of the mentally ill—will be tantamount 
to a national decision to eliminate so far as 
we can the prolonged hospitalization and 
institutionalization of the mentally ill. Com- 
munities will do what they long since should 
have done, namely, provide the facilities and 
services that will forestall hospitalization 
whenever possible and give the convalescent 
mentally ill every chance to achieve maxi- 
mum psychological and social recovery. 

This will mean, among other things, that 
the elderly will not be hospitalized unless 
they are in fact mentally ill and actually 
need the kind of treatment that the psy- 
chiatric hospital can best provide. We are 
now well aware that the elderly may de- 
velop the same psychiatric disorders as those 
who are younger, and that they often re- 
spond as satisfactorily to treatment. Those 
who are suffering from depressions, neuroses 
or other illnesses are as entitled to energetic 
and intensive therapy as are those who are 


younger ; and this therapy can and should 


be administered outside of an institution, 
wherever possible. 

These developments in psychiatry will 
inevitably lead to broadening and diversify- 
ing our activities whether we practice in pri- 
vate office, clinic or hospital. We have much 
more knowledge to put to use and a great 
deal more will be at our disposal in the 
future. This enhanced armamentarium and 
these responsibilities will require of each of 
us not merely a broad scientific and medical 
background, but also current knowledge 
concerning many aspects of medicine which 
will become more and more essential for the 
proper management of clinical problems. 
This means that not now or ever can we 
allow our medical skills to atrophy, if we 
are to keep abreast of our field as it develops 
and thereby give our patients that to which 
they are entitled—the best that can be 
obtained. 

All of this is to say that a psychiatrist 
must be a good physician first and always, 
and that one cannot be a good psychiatrist 
however profound his knowledge of psycho- 
dynamics or however great his mastery of 
psychotherapy, unless this prerequisite is 
first satisfied. Being a good physician im- 
plies more than knowing and being able to 
apply a variety of technical procedures. It 
means first of all an attitude toward the 
sick, and one’s patients in particular, which 
amounts to a total commitment to one’s call- 
ing and to those under one’s care. It means 
continual study and professional improve- 
ment to the end that patients can be better 
served. It means retaining and using a 
variety of basic medical skills which any 
patient has a right to expect of any physician 
regardless of his specialty. To restrict medi- 
cal thinking and awareness exclusively to 
one special field is to become a technician, 
and a physician is much more than a tech- 
nician. 

An examination of the concept of psy- 
chiatry and psychiatrists held by both our 
medical colleagues and the public at large 
is very revealing, and gives helpful clues to 
understanding some of the attitudes toward 
us 


Psychiatry is defined as “the medical 
specialty that deals with mental disorders” 
(1) ; as “a special branch of medical science 
dealing with causes, symptoms, course and 
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treatment of disorders and diseases of the 
mind”(2) ; and as “the science which deals 
with the psychopathological aspects of 
human biology”(3). 

The psychiatrist, we learn, must be a 
physician, a doctor of medicine licensed, or 
qualified to be licensed, to practice the heal- 
ing arts who possesses special skills in the 
area of mental and emotional diseases and 
disorders. With this formulation all of us 
would agree. But what does it imply ? Quite 
simply that the psychiatrist, being a physi- 
cian, is required to possess and maintain 
competence in those skills which any physi- 
cian must have, regardless of how general 
or restricted the physician’s field of practice 
may be. 

But what is a physician ? What does the 
public think he is ; and what is expected of 
him ? He is described as “a person skilled in 
physic of the art of healing. One duly au- 
thorized to treat disease . . .; a doctor of 
medicine . . .”(1). 

This, then, is what we are. Practitioners of 
medicine, qualified as possessing the know]- 
edge and skill to treat the sick. A recent in- 
spection of my own license revealed that I 
am authorized to practice medicine and 
surgery in my state. The license of each of 
us either so states explicitly or such au- 
thority is implicit in the wording. And this 
is as it should be. It is a concept all of us 
were taught and all of us accept in prin- 
ciple. W. A. White(4), in his Presidential 
Address, in 1925, said, “Psychiatry . . . de- 
mands for its background the whole of 
medicine, because . . . it deals with the 
whole individual. . . . So the psychiatrist is 
a specialist in the reactions of the organism 
as a whole, and those reactions he cannot 
understand unless he knows all parts of 
the organism. . . . His principa! medical 
qualification should be a broad, compre- 
hensive, sympathetic contact with the whole 
field of medicine.” Alan Gregg(5) addressed 
himself to this same concept at our Centen- 
nial Meeting in 1944. It was his opinion that 
a concern and current knowledge of med- 
icine generally was essential not only for 
the best treatment of our patients, but also 
in order to “encourage observation and ex- 
periment instead of speculation.” 

Earlier, I said that to be a good phy- 
sician one must possess more than skill in 


diagnosis and treatment. One must also 
have developed an attitude of dedication to 
his calling and to those he serves. The good 
physician must have honor and integrity and 
a genuine respect and regard) for his patient. 
He must have a deep conviction concerning 
the dignity of the individual and the inalien- 
able right of every one to health. From this 
will have come a selfless de¥otion to duty 
and a well developed sense of public re- 
sponsibility. He must be the dependable 
resource, the trustworthy friend, the wise 
counsellor, the good, discrete and skillful 
servant of man. 

All of these attributes of character the 
physician must have in full measure, but in 
addition, there is certain technical knowl- 
edge he must also possess without regard 
to his type or degree of specialization. 

It goes without saying, of course, that 
every physician can be expected to carry 
out a dependable general physical examina- 
tion. I would go so far as to say that the phy- 
sician who does not employ his stethescope, 
his sphygmomanometer, his ophthalmo- 
scope, and his percussion hammer regularly, 
should seriously question his capacity to 
make adequate diagnoses. Any physician in 
practice should be able to interpret the 
usually encountered heart and breath 
sounds ; to identify a mass in the abdomen 
or breast; accurately to locate the liver 
margin ; to diagnose a choked disc or silver 
wire deformity of retinal vessels ; to identify 
tracheal tug; to diagnose accurately the 
presence or absence of a dorsalis pedis 
pulse ; to select at random a few examples 
of conditions that the physician be he sur- 
geon, psychiatrist, internist, ophthalmalogist 
or other medical practitioner, may encounter 
at any time. 

There are a number of emergency con- 
ditions to which any of us must be able to 
respond on a moment's notice. They may 
occur on the street, in the home next door, 
on the train or bus or in the hospital or 
office. Such conditions as massive bleeding, 
shock, “heart attacks,” syncope, convulsions, 
poisoning or drug overdosage and fractures 
are among these. Certainly, the victim of 
any of these conditions has a right to expect 
any of us to handle such emergencies com- 


petently. 
Thus far, I have spoken of what any phy- 
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sician should be able to do. I am particu- 
larly concerned, however, with what one 
group of physicians—psychiatrists—can and 
are doing. It is my impression that, while 
the situation has vastly improved since the 
days of Weir Mitchell(6), who complained 
to us 67 years ago of being unable to find 
either a stethescope or an ophthalmoscope 
in one mental hospital where he was called 
in consultation, it could and should be much 
better than it is in many places. 

It has been rather disturbing to me to 
learn how quickly the general medical 
knowledge and skills of many young psy- 
chiatrists seem to deteriorate. For a number 
of years, when I have visited a psychiatric 
training center and have been asked to talk 
with residents, I have asked them to identify 
themselves as to the length of time since 
their internship and the number of years 
they had been in residency status. I have 
then mentally grouped them according to 
whether they have been in psychiatric train- 
ing more than 18 months or less. In the 
course of my discussion, I have posed a 
series of questions to them. Representative 
of these questions are the following : 

One of your outpatients who is a diabetic 
and on insulin has just been brought in un- 
conscious. What would you do and why ? 

You have called a cardiologist in consulta- 
tion. He reports that he finds A-2 greater 
than P-2. What is he talking about and what 
may it mean ? 

You notice unilateral ptosis on examina- 
tion of a patient. On closer examination you 
find a pinpoint pupil and enophthalmos in 
the same eye. What do you think has hap- 
pened ? What other phenomenon would 
you expect to find ? 

A patient tells you his left leg is slightly 
shorter than his right. How would you 
determine if this is so or not? 

I am always concerned to find that the 
residents in the first 18 months do very well 
answering the questions and that they seem 
to enjoy the session ; but the senior residents 
are much more likely to do poorly, and not 
infrequently they are bored with the whole 
business. The senior residents often wonder 
what all this has to do with psychiatry any- 
way. Members of the faculty will frequently 
remark that I expect too much of the resi- 
dents. They are there to learn the details of 


psychiatry and that is a subject which 
should and does consume all of their think- 
ing. It will be time enough to brush up on 
other aspects of medicine should the need 
ever arise, after they are through their train- 
ing and have passed their Boards. To this 
observer, such an attitude is ominous for the 
future of the psychiatrist as a physician. 

Psychiatry is a fascinating and absorbing 
subject, as all of us can testify. To the resi- 
dent it is a new territory to explore, and he 
has great enthusiasm for it. Because of this 
he will tend to put aside all else to learn 
everything he can of this complicated and 
challenging specialty which he has chosen 
for his life work. This is but natural, but it 
is the obligation of his teachers to see that he 
remains firmly grounded in medicine, and 
that he continues to practice what he has 
learned. 

Of course, what has been said about the 
psychiatric resident retaining his medical 
skills applies with equal force to his teach- 
ers, for they shape his learning and his at- 
titudes. 

Would it not perhaps be revealing to poll 
the membership of this Association to as- 
certain the last time each had taken a post- 
graduate or refresher course in any phase of 
medicine except psychiatry ? I greatly fear 
that the number who had done so in the past 
5 years would be a very small proportion of 
the membership. There is something incon- 
sistent in this. As an Association, and as 
individuals, we have quite properly urged 
our non-psychiatric colleagues to learn more 
about psychiatry and themselves to handle 
many of the problems they encounter, thus 
expanding the services available to patients 
who need them. But why do we not apply 
the same logic to ourselves ? Is there some 
special quality in a psychiatrist that justifies 
his exemption from the rule “physician first, 
specialist second”? Do not our patients 
come to us in the first instance because we 
are physicians ? 

I submit that to claim exemption from the 
role of physician in the community can only 
contribute to the insidious blurring of the 
image of psychiatry as a part of medicine 
and of its practitioners as full members of 
the medical fraternity. Not long ago, for ex- 
ample, in one community it became neces- 


sary for the local medical society to establish 
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a 4-hour duty roster for nights and week 
ends in the emergency room of the local 
hospital because of a sharp and sudden de- 
pletion of the house staff. All members of 
the society except the psychiatrists agreed 
to such an assignment in rotation. The duty 
consisted primarily of identifying the con- 
dition of the patient, instituting minimum 
emergency measures where necessary, and 
calling for an appropriate physician to at- 
tend the case. The psychiatrists maintained 
that they felt themselves so unfamiliar 
with what would be required of them that 
it would be in the best interests of the 
patients if they were excused. On this basis, 
they were not given assignments, and quite 
properly so. To me as a member and as 
President of the American Psychiatric As- 
sociation, however, it was discomforting to 
realize that psychiatrists in that community 
were so removed from the main stream of 
medicine that they—and they alone—had to 
claim exemption from the role of physician 
in this emergency situation. 

If psychiatry is a medical specialty con- 
cerned with the prevention, diagnosis and 
treatment of mental and emotional dis- 
orders, how can psychiatrists allow their 
basic medical skills to fall into disuse—to 
rust to the point that they are unusable on 
demand ? We are a uniquely valuable re- 
source for a troubled society precisely be- 
cause we are physicians. We, and we alone 
of all those who are concerned with mental 
illness, are equipped and required to evalu- 
ate and assume responsibility for the care of 
the total individual. There are others who 
possess the ability to diagnose and treat the 
physical aspects of the problem. There are 
still others competent to identify, modify 
and improve specific psychological and 
sociological components underlying the on- 
set and affecting the course of mental dis- 
orders. But only the psychiatrist is ex- 
pected to bring together in one person 
knowledge and technical ability in all of 
these fields. In fact, while we were as well 
prepared in medicine at the time of gradua- 
tion as any of our contemporaries, the great 
majority of us have not acquired as de- 
tailed or thorough background in the be- 
havioral sciences as those who have devoted 
their lives to mastery of these disciplines. 
Most of us are not specialists in any one of 


the behavioral sciences; rather we are 
generalists in these disciplines, with the 
added quality of possessing competence in 
medicine which other behavioral scientists 
have not acquired. This qualitative differ- 
ence, I suggest, is not usefully viewed as a 
matter of status or rank. It is more properly 
considered in relation to the role that society 
assigns to us. This difference is the justifica- 
tion for defining psychiatry as a branch of 
medicine. One wonders, however, if the 
incident I have cited is not an isolated case, 
what justification we have for our position. 
If one deals only with the psychological or 
social phenomena of those who present 
themselves for relief, if one thinks not in 
terms of the whole individual, if one is not 
always on the alert for manifestations of 
malfunction in any organ system, if one is 
no longer competent properly to identify 
such pathology and effectively to deal with 
it either himself or by wise referral, how 
does one qualify to employ a medical pro- 
cedure ? Under the circumstances how is 
the psychiatrist to reflect the substance in 
the medical degree he holds ? How does he 
differ from the nonmedical practitioner of 
psychological or sociological procedures ? 
The latter is, at least, not expected either by 
his client or by society in general to possess 
medical skills. 

My plea is that the psychiatrist must re- 
tain his basic competence as a physician and 
that the entire course of his specialist train- 
ing should be designed to assure that he 
does. This is largely the responsibility of his 
teachers not only in general psychiatry, but 
also in its subspecialties as well. This re- 
sponsibility must be discharged, it seems to 
me, both by example and by providing the 
environment that will motivate the student. 
If the teacher has scant interest in medi- 
cine per se, it is to be expected that his 
students will reflect this attitude. 

Additional motivation might be provided 
if the student knew that at the time he stood 
for his examinations before the American 
Board of Psychiatry and Neurology, he 
could expect the examiners to investigate 
his grasp of the fundamentals of general 
medicine as well as of basic and clinical psy- 
chiatry and neurology. 

The teacher by no means bears all the 
responsibility, however. The psychiatrist 
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also has an obligation to his patients and to 
himself to continue to be knowledgeable in 
the broader field of his basic profession. 
There are graduate and refresher courses 
given frequently, but even more immediate- 
ly available are the opportunities provided 
by the meetings of his medical society. 
Much is to be learned not only through the 
medium of formal papers and discussions, 
but also through informal discussions before 
and after the scientific session itself. I have 
said during this past year that I feel it is 
important that each of us takes an active 
part in our medical society. Such participa- 
tion offers the opportunity to keep abreast 
of general medicine and to present ourselves 
as a bona fide part of the medical commu- 
nity. 

If we are ever to break down the walls 
which have isolated us from the rest of 
medicine, it must be possible for our non- 
psychiatric colleague to expect as much of 
us vis-a-vis his field as we expect of him in 
the realm of psychiatry. Weir Mitchell(6) 
spoke of this at the 50th anniversary of our 
Association, and Gregg(5) addressed him- 
self to it at our centenary. Perhaps, speak- 
ing to you only 17 years after Gregg, I am 
expecting too much too soon ; but, when I 
view the breath-taking progress of those 
years, I am sanguine that psychiatry and the 
rest of medicine are about to become as one. 

Some of my colleagues with whom I have 
discussed my concern have felt that I am 
putting too much emphasis on the physical 
aspects of psychiatry. They have pointed 
out that a psychiatrist must be many things 
—a physician, a social scientist, an anthro- 
pologist, a psychologist. I agree whole heart- 
edly. I would point out, though, as I have 
said above that our deficiencies in many 
aspects of psychology, in the social sciences, 
in anthropology, and similar fields can in a 
measure be compensated for by scientists 
working with us who are thoroughly trained 
in those fields. Since only the psychiatrist, 
of all those concerned with mental illness is 
a physician, upon his shoulders, and his 
alone falls the responsibility for the total 
evaluation of the patient—physical, psycho- 
logical and social ; and therapy, conducted 
or prescribed in the light of such an evalua- 
tion, is his singular responsibility. 

Just as I have been told that I expect too 


much of residents, so, also, have I been 
told I demand too much of psychiatrists 
generally. I do not feel this is so. Rather 
than demanding too much, I ask only the 
minimum ; and I ask no more of you and me 
than I ask of any physician. 

Some time ago, I sent to the officers of 
each District Branch, for the information of 
their members, the verbatim transcript of 
my testimony before a Committee of the 
American Medical Association. In it I said 
it was my opinion that a physician, what- - 
ever his specialty, who cannot make reliable 
psychiatric diagnoses and conduct therapy 
as skillfully as he carries out any other medi- 
cal procedure outside of his specialized 
field, was not properly prepared to practice 
medicine. I have not heard one voice from 
this Association raised in dissent. I assume, 
therefore, that you are at least in general 
agreement with the position I took as your 
representative. But what is sauce for the 
goose is sauce for the gander. Are you 
equally in agreement when I say that by 
the same token no psychiatrist is qualified 
to engage in practice unless he can demon- 
strate equal skill in the diagnosis and treat- 
ment of medical conditions to that we expect 
of our non-psychiatric colleagues in the 
field of psychiatry ? 

By no means do I imply that we should 
attempt to deal with those conditions re- 
quiring specialized skills beyond our com- 
petence, but only that we must always be 
physicians first and psychiatrists second. It 
is not enough that we be physicians in name 
only. 

What I have said here has been said out 
of a sincere devotion to the best interests of 
the mentally ill who are our primary respon- 
sibility, and to you, my colleagues, whom I 
have tried to serve to the best of my ability. 
This field of medicine which is our special 
trust, this psychiatry which we try to under- 
stand and to apply, is so important for the 
physical, social and psychological welfare of 
mankind that our best efforts and most skill- 
ful services are the minimum we can offer. 

Although I have addressed myself to 
some of the problems, as I see them, of the 
psychiatrist as a physician, it has not been 
my intention to minimize other aspects of 
his responsibilities to his patients or his 
community. The scope of what is required 
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of him is so broad that he may at times 
despair of fulfilling all that is expected of 
him. The job is difficult and intricate, and I 
know of no one, knowledgeable in the field, 
who has recommended our calling as an 
easy or simple way of life ; but for all that, 
the satisfactions are so great, the sense of 
worthwhile service is so profound, that were 
we to choose again we would still select the 
same career—and this with the full knowl- 
edge that the complexities and the demands 
of our job are increasing with each new bit 
of knowledge about man, his behavior and 
his environment. 

Alan Gregg(5) painted the picture of the 
future of psychiatry as only that great and 
wise physician and scholar could do when 
he said : 


“Before the two hundredth anniversary of this 
Association, psychiatry will find great ex- 
tensions of its content and of its obligations. 
There will be applications far beyond your 
offices and your hospitals of the further knowl- 
edge you will gain, applications not only to 
patients with functional and organic disease, 
but to the human relations of normal people— 
in politics, national and international, between 
races, between capital and labor, in govern- 
ment, in family life, in education, in every 
form of human relationship, whether between 
individuals or between groups. You will be 
concerned with optimum performances of 
human beings as civilized creatures.” 


This amalgam of new roles we are being 
called on to fill adds to the danger that our 
basic medical responsibilities may receive 
insufficient attention. We must not allow our 
preoccupation with new roles to jeopardize 
our foundations in medicine. 


As we grow in wisdom and in knowledge, 
as we become able to fit together more and 
more pieces of that most fascinating of all 
puzzles, the psycho-bio-social entity known 
as man, that which is required of us will in- 
crease also. Our role becomes more com- 
plex and our job becomes more exacting and 
demanding. We cannot fulfill these demands 
upon us by giving short shrift to any of the 
elements of our profession and least of all 
to those that permit us the title of Medicinae 
Doctor. Just as the son is the child of his 
father, so is psychiatry the child of medi- 
cine. It is essential to our maximum use- 
fulness, stature and effectiveness that we 
remember, cherish and build upon that 
heritage. What ever else we are or may be- 
come, we are of the lineage of Hippocrates. 
By education and by commitment we are 
practitioners of the healing arts, while giv- 
ing particular attention to psychological 
medicine. 
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There is a kind of Character in thy life 
That to th’observer doth thy history 


Heaven doth with us as we with torches do. . . . 
. . Not light them for themselves 


Character, it is said, like porcelain, must 
be printed before it is glazed, but once 
burned in there can be no change. As to the 
printing, many diverse materials may be 
utilized. Walter Pater wrote of it long ago : 
“How insignificant,” he said, “seems the 
influence of the sensible things which are 
tossed and fall and lie about us in early 
. childhood, how indelibly, as we discover 
afterward, they affect us, as they secure 
themselves upon the smooth wax of our in- 
genious souls.” This could well have been 
written prophetically about the 89th presi- 
dent of the American Psychiatric Associa- 
tion, for, as one notes the influences that fell 
about him, it becomes evident that they 
would lead him inevitably to medicine and, 
eventually, to a form of public service 
which would call forth and utilize all of his 
attributes. 

Though Voltaire stated that he who loves 
his country well has no need for ancestors, 
Robert Hanna Felix had been thoughtfully 
provided with plenty of them. They came 
from all directions, with a profusion of phy- 
sicians among them. There were Whigs and 
Tories and rebels of every size and de- 
scription. There were several big ones, in- 
cluding Robert Hanna, Surveyor General of 
South Carolina under George III; yet the 
Revolution found him fighting for the colo- 
nists with a price upon his head. In the 
other “unpleasantries” in which the nation 
engaged, the boy’s ancestors thoughtfully 
lined up on both sides, thus giving their 
descendant entrée into all manner of “posh” 
societies on both sides of the fence and en- 
abling him to be at one with whomever he 
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is talking to. Like Seneca, however, Dr. 
Felix believes that the origin of all mankind 
is the same and it is only a clear and good 
conscience that makes a man noble, for that 
is derived from heaven itself. 

Robert Hanna Felix was born in Downs, 
Osborne County, Kansas, deep in the wheat 
country, on May 29, 1904, to T. Ovid and 
Neva Trusdle Felix. His father, known as 
T. O., was a country doctor ; his mother, 
daughter of a pioneer physician of the 
West, had studied music in Boston. There 
was one beloved sister, Mary Bryning Felix, 
who eventually married her brother's col- 
lege roommate. The lad graduated from 
Downs High School in 1921 and then 
worked for a year to help with the family 
exchequer, for the pay of country doctors 
was in comestibles, respect, and affection, 
rather than in U. S. currency. He entered 
the University of Colorado in 1922 as a 
student in journalism, having won an essay 
contest, and visions of emulating Richard 
Harding Davis stirred within him. Before 
the year was out, however, he turned to 
biology, a temporary way station on the 
road to medicine, for fate had destined him 
to become a fifth generation physician in 
the Felix-Trusdle ensemble. 

He entered the University of Colorado 
Medical School in 1926, completing his 
work with honor in 1930. As had many a 
good man before him, he worked to support 
himself—he drove the hospital ambulance 
at night. On the side, it is whispered, he 
acquired a facility for drawing full houses 
and filling inside straights. Externship, then 
internship at the Colorado General, and 
then the decision about residency. He leaned 
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toward OB but he cast about too, for sti- 
pends and maintenance were important, as 
the country was in the depth of “the de- 
pression.” To his dismay, he was accepted 
for training in 3 disciplines in 3 different 
places and all within one week. 

A Commonwealth Fellowship put him 
under the tutelage of Frank Ebaugh and 
that event, he says, “was one of the most im- 
portant experiences in my professional ca- 
reer. Ebaugh was a superb teacher, a tough 
task master, and an inspiring mentor. We 
were steeped in community psychiatry and 
a philosophy of public service.” — 


THE PRINTING 


Every man who aspires to greatness is 
unique; some forces touch only lightly 
upon him, while others leave a lasting im- 
print. Among the forces which marked 
Robert H. indelibly were his parents, his 
wife, and two of his chiefs. The pater fami- 
lias, before he studied medicine, was an 
historian and a clergyman. He read widely 
in modern and ancient languages. Bob’s 
mother was an accomplished musician and, 
thus, the boy was exposed to the best in 
music and books. T. O. began his medical 
career on horseback, graduated to a buggy 
and, finally, to a horseless carriage. There 
were numerous tales of his homespun diag- 
nostic skill and his boy rode with him and 
saw evidences of it first hand. The people 
knew Robert as “Little Doc” and, thus, he 
was always immersed in a clinica] atmos- 
phere and from childhood was permitted to 
listen to heart and breath sounds through a 
stethescope. All of this imprinting accounts 
for his image of himself as a physician—he 
had it then, he has it now, and will always 
have it, no matter how far from the bed- 
side he strays. 

From the age of 7 his summers were 
spent on a farm and these were some of the 
happiest days of his life. He talks of 
threshing machines and of oiling and re- 
pairing them. He remembers the sweat of 
the hot days in the wheat fields and he can 
grow lyrical about what it was like to wake 
up early on a cold Kansas morning, when 
snow was on the ground and all seemed 
blue, the wind was quiet and the sun rose 
slowly. He can recreate for his listeners his 
love for the snow, for the earth, and for 


everything that was Kansas. Through his 
love of the land and his pride in his family, 
he has an almost mystical sense of being 
bonded to the country. 

He can become nostalgic about Ebaugh 
and his hypomanic drive, which was com- 
municated to all of his colleagues. Of him 
Ebaugh says: “His nuisance value was 
considerable. He would ask me the cause of 
schizophrenia and push me regarding defi- 
nitions of everything . . . He was a classical 
hypomanic, so we had many things in com- 
mon.” During his first year of residency, the 
young neophyte underwent another ex- 
perience which still influences him. Just as 
Petrarch saw Laura, Bob saw Esther Wag- 
ner (Peg), a member of the nursing staff of 
Children’s Hospital, and neither poet was 
the same ever after. Bob’s descriptions of 
“Peg” outdo by far the poetry of his de- 
scriptions of Kansas. She was ill for a while, 
so their marriage was delayed until June, 
1933, and then, believe it or not, they were 
married in Loveland, Colorado. Everyone 
who knows Dr. Felix knows of the place she 
holds in his life, one shared only by Kathy, 
a daughter, and each is a joy unto the other. 

The residency was over in 1933, the de- 
pression was not. A variety of circumstances 
placed the young psychiatrist at the Depart- 
ment of Justice Medical Center in Spring- 
field, Mo., as a commissioned officer in the 
U. S. Public Health Service. The next duty 
station was the Narcotic Hospital at Lexing- 
ton, Ky., in the beautiful blue grass country, 
and here his wife completely regained her 
health. He advanced rapidly in this happy 
setting and in 1941 was assigned to the 
Johns Hopkins University for training in 
public health. By this time, too, he was 
President of the Kentucky Psychiatric Asso- 
ciation, a forecast of things to come. 

This training in public health was a 
powerful influence for the young doctor, for 
here he saw for the first time the necessity 
of studying and understanding the epidemi- 
ology of mental disease and the essential 
role the social and behavior sciences play 
in the picture. His entire outlook on psy- 
chiatry changed at that time. He graduated 
with a Master’s degree and as the war broke 
out he closed the year with orders to the 
Coast Guard Academy in New London to 
inaugurate a complete program for the se- 
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lection, counselling, and therapy of officer 
trainees. It was here that the young officer 
was to bloom but, before chronicling his 
stay, there are several other influences to be 
mentioned. 

Among the seniors Bob had met, Walter 
Treadway and Lawrence Kolb, Sr. stood 
out in his affection. Both had been chiefs 
of the Mental Hygiene Division and Dr. 
Kolb had recommended him for public 
health training. Dr. Kolb had also had the 
seminal ideas for a Mental Health Institute 
in 1938 and recently, as Dr. Felix was being 
honored as President of the APA by his 
staff and friends, he reached into the group, 
called Dr. Kolb to the fore, and spoke of 
him as his mentor and the man who had 
laid the foundation for the development of 
the NIMH. 

No account of these years would be com- 
plete without mention of the second chief 
who was to greatly influence Bob’s life, Sur- 
geon General Thomas Parran. Of him Bob 
says : 


He was an inspiring leader who believed in 
giving his staff their assignments and in letting 
them alone. Always available for consultation 
and advice, he was most generous with both, if 
asked. From the start I had a very great ad- 
miration for Tom Parran and a sincere af- 
fection for him also . . . His insight into the 
mental health needs of this country was phe- 
nomenal . . . The program would never have 
gotten off the ground without his support with 
the Bureau of the Budget, the Department and 
with Congress. 


COAST GUARD 


The Felix saga at the Coast Guard Acad- 
emy deserves a lengthy chapter, but edito- 
rial demands require that it merely be 
touched upon. How he placed psychiatry 
solidly in the program, how he gained the 
confidence of the officers, staff, and line, 
how he eventually became a highly re- 
spected physician, confidante, and model 
for young medical officers, all must be 
passed over lightly. His program there was 
run with integrity with a capital “I,” as it 
was before and has been since, and here is 
the cornerstone of his success. It was at New 
London, too, that he worked closely with 
“Vesty,” Dr. Seymour Vestermark, he of 
great and good heart, a lovable, dedicated 


physician and public servant. No biography 
of RHF would be complete without mention 
of him. It was to Vesty that he looked with 
filial glance and there was a mutual re- 
spect and loyalty between them. Everyone 
knew of the famous triple play team : Bob- 
bit to “Vesty” to Felix. If one wanted some- 
thing done, the best way to have Bob do it 
was to convince “Vesty.” Frequently it re- 
quired Bobbit to do the original convincing. 
When “Vesty” died all who knew him were 
distressed but it was an especially sad blow 
to his chief. 


WASHINGTON 


On his 40th birthday, May 29, 1944, Dr. 
Felix was ordered to Washington as As- 
sistant Chief of The Hospital Division. This 
was obviously for the purpose of looking 
him over and 2 weeks before Dr. Kolb re- 
tired he was told he would be Chief of the 
Mental Hygiene Division. All of his accom- 
plishments since then are a matter of public 
record, 

The time was right to strike a blow for 
mental health and the Mental Health Act 
was conceived, worried about, corrected, 
and presented to Dr. Parran for his aye or 
nay. The details of all of this and the peo- 
ple involved and all the hceyes and fears and 
eventual successes are too vast to chronicle 
here. The bill was passed and was signed by 
the President on July 3, 1946. Congress ad- 
journed the next day. The National Mental 
Health Act was official and in business, but 
without money, since there was no time to 
obtain a supplemental appropriation. 

Bob was advised by the skeptics and 
cynics that he had been given “the busi- 
ness.” He had a law but no money and Con- 
gress had gone home. There would be a new 
Congress next year and they were not bound 
by the other’s actions. Dr. Parran consoled 
him and appointed a National Advisory 
Mental Health Council and now money 
was needed for it to have a meeting. Felix 
made the rounds of the foundations. The 
executives were sympathetic, but skeptical, 
until finally the Greenwood Foundation, 
now in limbo, put up $15,000 for the meet- 
ing. There is something paradoxical about 
the fact that a small foundation staked an 
agency which would distribute millions, if 
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we had the space to consider it in detail 
here. 

On December 3, 1945, another event of 
world shaking importance occurred. Mary 
Katherine Felix (Kathy) was born and, as 
Walter Treadway says, she became Bob’s 
greatest hobby. Kathy, in turn, sees no need 
for any fuss ; she just declares him “the best 
Pop in the world.” 

When Congress convened in 1947 the 
first appropriation came through, amounting 
to $1,900,000. Thirteen years later the ap- 
propriation was to be $100,900,000. On 
April 1, 1949, the Surgeon General abolished 
the Mental Hygiene Division, created the 
National Institute of Mental Health as one 
of the National Institutes of Health, and 
named Dr. Felix Director. The Institute be- 
came an essential arm of the Service and in 
March, 1957, he was promoted to Assistant 
Surgeon General, Rear Admiral, and Prin- 
cipal Officer of Service for Mental Health 
and Psychiatry. The amount of good this 
Institute has done for the cause of mental 
health is incalculable. To even hint at the 
scope of its research and teaching efforts 
would be far beyond our purview here. 
Without its farsighted planning and help, 
the whole psychiatric picture in this nation 
would be one bordering on chaos. 


AND THEN THE MAN HIMSELF 


Often, as the record of a man unfolds, one 
sees how, wittingly or unwittingly, he is the 
artisan who constructs his circumstances. 
He may twist and turn, now going this way 
and then going that, but eventually he ar- 
rives at the niche which was destined for 
him. If he can tolerate frustration without 
being weighed down, he can make that 
niche reasonably liveable and, should he 
possess the qualities of dedication, discipline 
and courage, then he and the niche might 
become comfortable indeed. Love and duty 
will protect him and constitute the bound- 
aries which keep him in safe territory and, 
should he by chance be possessed of a touch 
of humor to lighten the environment about 
him, then he and those who work with him 
will be thrice blessed. This is how the staff 
members of the National Institute of Mental 
Health consider themselves. There is no 
unwonted or sickly adulation ; they feel they 
have a clear perception of the man who 


heads their organization. They know all of 
his faults and can recount them readily, 
but they regard him with respect and a 
genuine and deep affection, and love him 
with his faults and in spite of them. They 
recognize that he does not like being second 
best in anything; he wants the job done 
rightly and the spirit of being best is a part 
of his style of life. His wisdom and the 
soundness of his objectives, however, pre- 
vent this from being in any way unpleasant. 

When the Institute was small, “The Chief” 
knew everyone personally. The same interest 
that he displayed for the staff and the Coast 
Guard, he displayed for Institute personnel. 
He has the ability to understand the other 
person’s point of view and the same ability 
to make every person he talks to feel that he 
is a teacher who has something to impart, 
which otherwise Bob would not have 
learned. This is an art, for he must encour- 
age people who have something to con- 
tribute ; yet he knows he may eventually 
have to sit in judgment upon that contribu- 
tion. 

It is the consensus that Dr. Felix is a 
learned man. He knows well his own field 
of endeavor. Sitting as he does in the center 
of a group which is constantly receiving 
reports of progress in the different aspects 
of the field and being briefed by all and 
sundry, it is difficult to think of anyone bet- 
ter informed in the field of psychiatry. Cer- 
tainly, when he is fully briefed and pre- 
pared to appear before congressional com- 
mittees, there is no one better informed, 
for, like the astronaut who eventually will 
climb into the capsule, he has been in train- 
ing and preparing for the day when he will 
take flight up “on the hill,” prepared for all 
eventualities. At these times he is under 
tremendous tension ; symptoms appear ; he 
is frightened and scared and, yet, there is a 
certain security about his knowledge and a 
sureness of what is going on ; he believes in 
it and, when he goes up there, he is the 
Institute. 

There are other subjects besides medicine 
and psychiatry in which Felix has an appre- 
ciable knowledge and a high degree of 
interest. He knows and understands music, 
he reads widely in the field of literature, 
and he is somewhat of an expert on the Civil 
War. Most psychiatrists and many leaders in 
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other fields have had occasion to sit upon 
committees and have watched this man 
work. Their first reaction is one of wonder- 
ment that anyone could have been chairman 
of such high-powered committees for 14 
years, passing judgment upon the worth of 
applications for grants and encouraging the 
opening up of new directions in psychiatry, 
without having a whole host of sharpshoot- 
ers after him. 

Next, they are in admiration of his qual- 
ities of associating himself in some way with 
everyone in the area, no matter who they 
are or where they come from. He has some 
relationship with each part of the country 
and some investment in each calling or 
profession he encounters. If he is speaking 
before a congressional committee on juve- 
nile delinquency, he recalls his own days as 
a “juvenile delinquent,” for he stole water- 
melons from farmers! Soon the committee 
members remember their own youthful pec- 
cadillos and then Bob moves into a dis- 
cussion of the mobilization theory of human 
behavior. The session ends with everything 
having been accomplished but taking up a 
collection. He had started with the small 
and simple, and ended on a note much more 
sophisticated. Dr. Parran once spoke of him 
as having “the ability to take a broad geo- 
graphic view.” One shudders to think what 
might have happened had a man broad of 
beam rather than broad of view landed in 
that job and decided to play it safe and not 
take a chance on getting into trouble. Had 
this happened, we would still be back where 
we started from ages ago. 

Many of the present day developments in 
psychiatry have taken place because of the 
leadership and assistance of the National 
Institute of Mental Health and much of this 
success stems from the vision and unflagging 
devotion of Robert H. Felix, who has per- 
sistently worked toward the application and 
expansion of the public health approach to 
mental illness and mental health. His leader- 
ship has been directly instrumental in in- 
spiring the confidence of the Congress, the 
Executive Branch of the government, his 
superior officers, and his colleagues. One 
nationally known scientist says : “I can tell 
you there exists in NIMH an espirit de 
corps, which stems directly from Dr. Felix, 
that is unique in any organization of this 


size. I have often pondered how he can 
know so much about the various programs, 
maintain the fantastic schedule that he does 
and be as effective as he obviously is. One of 
the basic reasons for his success is his rare 
ability to concentrate only on what he is 
doing at a given moment and then relax at 
every possible opportunity. He is a real 
father figure to the National Institute of 
Mental Health and he apparently has that 
rare virtue of leaving all of his troubles and 
not taking them home with him.” 

His hobbies amuse everyone. He goes into 
everything with such enthusiasm that he is 
unaware that he is exaggerating. The mod- 
est victory garden he had during the war, 
the roses he grew in Washington, next the 
dahlias ! Then the woodworking in the base- 
ment—he is tooled up to make B-59’s. The 
estimate is 50 dollars worth of tools for 
every dollar project. There are amusing 
anecdotes, too—the “tomcat” which had kit- 
tens, the purple exclamations when the ad- 
miral’s key was down on the intercom sys- 
tem—but we can’t go into them. His 
intimate friends see him as a man of open 
heart, great warmth, and a quality of humor 
which has endeared him as “The Kansas 
Windstorm.” 

Honors have been plentiful, as might be 
supposed. He holds Doctor of Science de- 
grees from the University of Colorado and 
Boston University, and Doctor of Laws from 
The University of Chattanooga and Ripon 
College. He is a diplomate, and member of 
all of the psychiatric and Public Health 
societies that he should be, and is a certified 
mental hospital administrator. He was 
Chairman of the Budget Committee of the 
APA for 10 years and Treasurer for one. He 
has represented his country abroad and at 
home in many capacities in the Public 
Health Service and these, plus his many 
honorary societies and fraternal organiza- 
tions, constitute a formidable array, too 
numerous to mention here. 

His deepest loves are his family, his coun- 
try, his work, his church, and his friends, and 
all of these should be put first. He is a ves- 
tryman in the Episcopal Church and the 
class he runs on Sunday about everything in 
particular has to put out the SRO sign. 
Through all of this runs a deep sincerity 
and a desire to help people. It is difficult to 
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write his biography; it sounds so much 
like a paean of praise, even though one 
starts without that intention. There is no 
doubt, however, about his genuine sin- 
cerity and his many abilities ; if he has any 
enemies, they are simply potential friends 


The secret consciousness 


whom he has not had time to level with as 
yet. As we survey this rather breathless, but 
wonderfully productive career, in which a 
dedicated man carried the lamp of sane 
benevolence chiefly for “the weaker by the 
wall,” we can say to him and of him : 


Of Duty well performed—the public voice 
of praise that honors virtue and rewards it 


All of these are yours. 
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It is not, I think, too often pointed out 
that contemporary psychiatric theory and 
the development of modern cultural anthro- 
pology evolved at about the same time. That 
the cross-fertilizing effects of the two fields 
have been considerable and mutually bene- 
ficial has been gratifyingly clear for more 
than a generation. That the reciprocal inter- 
stimulation will continue in depth on an 
ever-widening horizon is already evident. 
The mental health of both disciplines will, 
in the future, depend to a considerable ex- 
tent on this continuing agreeable relation- 
ship. Something of what has thus far been 
achieved as a result of the ethno-psychiatric 
interdisciplinary approach to the study of 
mental health and illness will, I hope, be 
made evident in what follows. 

With this obeisance to the ceremonial 
phase of the discussion, as it is called in 
anthropological circles, we may address our- 
selves to the more profane part of these 
ritual proceedings. 

We are to discuss culture and mental ill- 
ness. Let this be taken to mean that I shall 
not only be discussing the influence of 
culture on mental illness, but also the in- 
fluence of mental illness upon culture. The 
latter is an approach which, it seems to me, 
has received altogether too little attention. 

Perhaps we might commence with some 
working definitions of our terms. By culture 
we understand the man-made part of the 
environment, man’s symbols, ideas, values, 
traditions, institutions, pots and pans, and 
technology. As the late Sir John Myres put 
it, culture is what remains of man’s past 
working on his present to shape his future. 

By mental illness we may perhaps under- 
stand a more or less gross, more or less per- 
sistent failure of social adaptation. It should 
be made clear at the outset that the term 
mental illness as used here refers to func- 
tional mental disorder, and not to organical- 
ly originating mental illness. It is under- 
stood that genetic factors and, probably, 
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prenatal factors are each classes of variables 
which, under certain cultural conditions, are 
capable of making a significant contribution 
to the incidence of mental illness. By men- 
tal health we shall mean the ability to love 
and to work, or if you like, the balance be- 
tween anxiety and its resolution. 

It should be understood that with the de- 
velopment of human culture man has en- 
tered a new zone of adaptation, in which, 
through the socialization process, he learns 
what is expected of him and what he may 
expect from others. He internalizes the 
norms and acquires a working knowledge of 
his culture as a whole. While no one in any 
culture ever develops a mastery of every 
aspect of the culture, in different cultures 
and in different segments of the same cul- 
ture there exist significant differences in 
both the quantity and the complexity or 
quality of the cultural variables, a good 
many of which the average member of such 
a culture is able to command. In general 
nonliterate cultures (the so-called “primi- 
tive” cultures) are both quantitatively and 
qualitatively less demanding of their mem- 
bers than literate cultures, at least, this 
would appear to be so. The individual is 
simply not assaulted by so many and so 
various stimuli or expected to know and do 
as much as the average member of literate 
cultures. 

It is an open question whether we do not 
have in this difference one that is in itself 
a significant factor in producing the differ- 
ences in the frequency and distribution of 
the various forms of mental illness. Is it 
possible that the sheer weight, recurrence, 
and complexity of the innumerable varia- 
bles which the person has to master in a 
complex society constitute if not the suf- 
ficient conditions, then at least some of the 
necessary conditions in contributing to the 
incidence of mental illness of various kinds 
in societies culturally so weighted? The 
strain of life under highly complicated and 
stressful conditions of existence can play 
havoc with the human organism, and it 
seems to me reasonable to suppose that the 
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less stressful a culture is upon the individual 
the less likely is there to be mental illness 
in such a culture. The evidence of cultural 
anthropology supports this relationship. 

In every culture there probably exist dif- 
ferences among individuals of a genetic and 
constitutional nature in the ability to adjust 
to the stresses and strains of the load of 
cultural competencies they are required to 
carry. But when that has been said one has 
said very little, for the role played by the 
genes is extremely difficult to measure, and 
constitution is itself the dynamic expression 
of the interaction between genetic and en- 
vironmental factors. It is a massive task, 
which no one has yet undertaken for any 
population, to tease out and determine to 
what extent genes and to what extent en- 
vironmental influences are responsible for 
the individual’s response to the cultural load 
which is placed upon him. . 

The environmental factors begin to be 
operative upon the organism from the 
moment of conception, and even before. By 
“before” I refer to the influence exercised 
by environmental factors upon ova and 
sperm before conception. We know that en- 
vironmental factors operative during the 
prenatal period are capable of producing 
what Pasamanick has called a continuum of 
reproductive casualty, which ranges all the 
way from death to transitory minimal cere- 
bral defects, I believe that in connection 
with mental illness we shall have to con- 
sider the possibility that different cultures 
provide the conceptus with different pre- 
natal environments sufficiently different to 
affect the individual’s subsequent behavioral 
development. The influence of prenatal fac- 
tors upon behavioral development is a fasci- 
nating subject which has only just begun 
to come under investigation. The cultural 
aspect of the subject remains virtually com- 
pletely untouched. Neither the anthropolo- 
gist nor the social biologist, nor, it should 
be added, has the psychiatrist, devoted any 
significant attention to this area of human 
experience. And yet the experiences of the 
human organism during the first 267 days 
of its life in utero may turn out to have a 
highly important bearing upon the epidemi- 
ology of mental illness. The culturally de- 
termined differences in the pregnancy ex- 
perience of women in different cultures may 


well result in differences in predisposition to 
mental illness of the individual in different 
cultures. 

There is evidence that in our own culture 
babies born to mothers who have had dis- 
turbed pregnancies, at birth already exhibit 
behavioral disturbances. I refer to the work 
of Sontag in this country and of Stott in 
England. Intrauterine convulsions of the 
fetus have been described in mothers who 
were emotionally disturbed, and there is 
evidence that the fetus can be sufficiently 
emotionally disturbed in utero to develop 
a peptic ulcer and be born with it. May it 
not be that the differences in cultural ex- 
perience during pregnancy in different cul- 
tures constitute a significant factor in the 
etiology of mental illness ? 

A period very differently handled in dif- 
ferent cultures and which, it may be sug- 
gested, is possibly critically productive of 
differences in the predisposition to mental 
illness.is the first year of postnatal life. 
There is a good deal of evidence which in- 
dicates that the first postnatal year, and 
especially the first 6 months, is a develop- 
mentally very much more sensitive and 
vulnerable period than has hitherto been 
supposed, and that cultures which fail to 
recognize this are likely to exert a damaging 
effect upon the development of the indi- 
vidual. The evidence is both interesting and 
convincing, and a good deal of it has been 
summarized in Bowlby’s WHO report Ma- 
ternal Care and Mental Health and in my 
own The Direction of Human Develop- 
ment. Recently I have come to view man’s 
gestation period as not being completed 
till about 8 to 10 months after he is born, 
that is, about the time when he begins to 
crawl. Uterogestation is terminated, in my 
view, principally because the size of the 
fetal head reaches the maximum size con- 
sonant with its ability to pass through the 
birth canal. The fetus must be born when 
it is born if it is to survive, but its gestation 
must continue outside the womb, a process 
which I have called exterogestation, similar 
to that of the marsupial. If this interpreta- 
tion of the facts is correct then it should be 
clear that the human infant during its first 
year is in a very much more precarious po- 
sition in relation to the world into which it 
is born than we had previously supposed. 
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Mother and child continue to form a sym- 
biotic unit at birth. Birth is wrongly inter- 
preted as an interruption of that unity, a 
unity which should continue for many 
months after birth, and which both mother 
and infant are reciprocally designed to con- 
tinue. Contact with the mother’s body, the 
baby’s visual experience of that body, the 
support she gives, the breastfeeding that 
should continue for at least 9 months, all 
these are indispensably necessary conditions 
for the wellbeing and healthy development 
of the infant. Any culture which discourages 
its mothers to behave in this manner is like- 
ly to contribute in a major way to the pre- 
disposition to mental illness in its members. 
The extreme dependency of the infant must 
be met with all the responses it calls for. 
Unless these are provided the results may 
be subsequently catastrophic. Whether such 
satisfactions are afforded the infant is a 
matter which in every society is culturally 
determined. Hence, here is a basic relation 
between culture and the incidence of men- 
tal illness. 

At this point it is perhaps necessary to 
say that no culture is completely homogene- 
ous, in the sense of providing or being the 
same for each of its members. There are 
differences of status, roles, class, caste, and 
the like. There appear to be interesting dif- 
ferences in the frequencies, and in some 
cases even in the kinds, of mental illness, 
associated with such social differences. This 
has been clearly demonstrated in Hollings- 
head and Redlich’s 10-year study of the 
New Haven community, Social Class and 
Mental Illness. Among the 5 social classes 
distinguished by these investigators, the 
results showed “The lower the class, the 
greater the proportion of patients in the 
population.” Class differences in type of 
mental illness followed the rule: “The 
higher the class the more neurosis and the 
less psychosis, or inversely, the lower the 
class the more psychosis and the less neu- 
rosis.” But, as Hollingshead and Redlich 
point out, these differences may be an arti- 
fact of the different ways psychiatrists are 
utilized by the classes. Also genetic and 
constitutional factors may play a role. How- 
ever this may be, Hollingshead and Redlich 
have made out a good case for the view that 
“who becomes a psychiatric case, particu- 


larly if neurotic behavior is involved, de- 
pends in large part upon where one is in 
the class structure.” Similar findings have 
been reported by Kaplan, Reed, and Rich- 
ardson on the prosperous Wellesley, Mas- 
sachusetts population, and the “below aver- 
age” “Whittier Street area” of Boston. 

Class and caste, and even religious differ- 
ences within any culture, often become as 
significantly different from each other as are 
the differences between different cultures. 
This is not a new observation. Anyone of 
any experience of life has repeatedly made 
it, and it was quite clearly stated in 1845 
by that remarkable anthropoligst Benjamin 
Disraeli when, in his programmatic novel 
Sibyl, he says, “I was told that the Privi- 
leged and the People formed Two Nations,” 
(Bk. Iv. Chap. 8). The “Two Nations,” of 
course, being the upper and lower classes 
of 19th century England. 

In America Jurgen Ruesch finds that the 
preponderance of psychosomatic conditions 
in the lower middle class, “the culture of 
conformance and excessive repressive tend- 
encies,” may be explained as due to the 
lack of expressive facilities, hence the solu- 
tion of psychological conflicts through 
physical symptom formation. In the lower 
classes, hostility frequently tends to express 
itself through accidents, fractures, and trau- 
matic disease. The upper classes, “with over- 
bearing superego traditions” manifest a rel- 
atively large frequency of neuroses and 
psychoses, especially of the manic-depres- 
sive type. 

Tietze, Lemkau, and Cooper in their 
study of the relation between mental illness 
and socioeconomic status in America found 
that schizophrenia tends to be the mental 
illness most common among social isolates, 
such as unskilled workers, farmers, or lone 
urban residents and manic-depressive illness 
being most prevalent among professional, 
religious, socially prominent, and other 
groups of persons, who have strong ideal- 
istic, interpersonal, and community involve- 
ments. 

Every culture requires the acceptance of 
a certain number of fundamental values. 
This requirement in many cultures, if not in 
all, is itself generative of stress in some in- 
dividuals who, from constitutional, tempera- 
mental, or other reasons are unable to ad- 
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just to such values. In some cultures, such 
as our own, the attempt is made to socialize 
the individual in irreconciliable and mutual- 
ly conflicting values. For example, the acci- 
dents of history have made Americans the 
heirs of the Hebraeo-Christian tradition 
ethically, and of successful competition 
within the framework of American social 
evolution. A great many individuals break 
down from the effects of unsuccessfully 
struggling to reconcile the Sermon on the 
Mount or its equivalent with the principle 
of competition. Others find no difficulty in 
harmonizing the two. As a consequence of 
carrying the burden of such conflicting 
values why do some individuals break 
down, while others do not, exhibiting, at 
most, only minor symptoms ? Until a great 
deal more research has been done it will not 
be possible to return a satisfactory answer 
to this question. 

Where the culture provides institutionally 
sanctioned outlets for the reduction or reso- 
lution of the stresses it creates, or where the 
individual can find these for himself without 
too much strain, mental illness is likely to 
be avoided by those who can utilize these 
outlets. Those who cannot are likely to be- 
come behaviorally ill under the strain. 

In a small atoll society of 250 people 
such as that of the Ifaluk in the Central 
Carolines of Micronesia, where the climate 
is pleasant, land and sea produce an abun- 
dance of food, and the work required of any- 
one is neither long nor strenuous, it is not 
difficult for anyone to live up to the para- 
mount values of the culture : kindliness, co- 
operation, and nonaggression. Spiro tells us 
that no one could remember a single in- 
stance of murder, rape, robbery, or fighting 
(with one exception). Hostility finds an 
outlet through individual and cultural fan- 
tasy, that is, through dreams and legends. 
Religion provides another outlet for hostility 
through its good and bad ghosts (alus). 
But even on Ifaluk mental illness some- 
times occurs, and there were 3 such cases 
in which, interestingly enough, a dominant 
characteristic was the subdued aggressive- 
ness of each affected individual. Spiro at- 
tributes the repressed hostility and anxiety 
of the Ifaluk individual to the peculiarities 
of Ifaluk infantile experience—largely the 
morning bathing of the helpless infant in 


the cold water of the lagoon—water so cold 
that adults avoid it until the sun has warmed 
it and it becomes bearable. All else is over- 
indulgence until 4 years of age, when chil- 
dren’s emotional needs are both ignored and 
rejected. 

Why do the vast majority of Ifaluk man- 
age to avoid mental illness ? The answer, 
according to Spiro, appears to be the sanc- 
tioned outlet that religion primarily affords. 
Aggression is displaced upon the malevo- 
lent ghost, the alus. Another important 
means of reducing hostility and anxiety and 
satisfying the Ifaluk’s dependency needs, is 
the institution of the chieftainship. As the 
paramount Ifaluk chief put it, 


The chiefs are like fathers here. Just as an 
empty canoe is tossed about by the waves and 
finally sinks, so, too, a society without chiefs 
is tossed about by conflict and strife and is de- 
stroyed. If a father asks his son not to behave 
badly, the latter may not obey him since he 
may not respect him highly. But all people 
obey the words of the chiefs, since they are 
feared and respected by all. The chiefs’ duty 
is to see that the people behave well. The chiefs 
must constantly tell the people to be good, or 
else the society, like the canoe, would be de- 
stroyed. 


In the United States quite a number of 
pecple felt the same way about Franklin 
Delano Roosevelt. When he died in 1945 it 
was for millions as if a protecting father had 
died. The importance of making a strong 
identification with a parental figure in the 
development and maintenance of mental 
health is today, I believe, abundantly clear. 

The Ifaluk fear to lose the love of their 
chiefs and do everything in their power to 
maintain it. And this is the main incentive 
to conformity to the ethos of cooperation 
and kindliness which the chiefs so promi- 
nently personify. The chief is a warm, lov- 
ing, parental figure. The love and praise 
given by the chiefs provide the essential 
satisfaction and security of which the indi- 
vidual was deprived as a child. 

Perhaps the Ifaluk has achieved an ap- 
proximation to the Welfare State from 
which other societies could learn a thing or 
two. At any rate, the Ifaluk do afford an 
interesting case-history which may help us 
to understand better by what cultural de- 
vices mental illness could be kept to a mini- 
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mum in any society. The indications are that 
emotional stress, anxiety, and conflicting 
values must be as minimal as possible, but 
since such experiences are not wholly avoid- 
able, that the culture provide institutionally 
sanctioned means for the expression of ag- 
gression and the reduction of anxiety, as 
well as support for the dependency needs 
of the individual. It is interesting to note 
here that in the western world mental ill- 
ness is least frequent among the subscribers 
to that religion which makes a real attempt 
to satisfy these requirements, namely, the 
Catholic. This suspicion was corroborated 
by the findings of Hollingshead and Redlich 
on the population of New Haven, although 
they found that among the lowest class 
Catholics there were more frequently psy- 
chiatric patients than among either Jews or 
Protestants. Why this should have been so 
remains an interesting but unanswered 
question. 

Fairly clearcut evidence of the relation 
between culture and mental illness is to be 
found in a culture which flourishes in our 
very midst, namely, that of the Hutterites. 
The Hutterites have a reputation for peace 
of mind, and many who have written on 
them have been lastingly impressed by this 
quality. Eaton and Weill and their co- 
workers, on first contact with them were 
struck by the generally prevailing atmos- 
phere of relaxation, contentment, coopera- 
tiveness, and absence of manifested anxiety. 
Upon investigation, in the summer of 1951, 
it was found that out of a Hutterite popula- 
tion of 8,542 people, 199 or 1 out of every 
43 living Hutterites were then mentally ill 
or had been previously. 

The total number of schizophrenics was 
9, manic-depressives 39, there were 53 with 
neuroses, 16 with psychophysiological dis- 
orders, and 6 with personality disorders. 

Withdrawal in so well-knit a group as the 
Hutterites is difficult, and this Eaton and 
Weill suggest may explain the fewness of 
schizophrenics. On the other hand, depres- 
sion appears to be an intensification of a 
culturally supported normative trend. 

Among the Hutterites no cases have been 
know to occur of psychoses due to drugs, 
alcoholism, or syphilis. There were no psy- 
chopathic personalities. Murder, arson, vio- 
lent physical assault, or sex-crimes were 


quite unknown in this group. Only two per- 
sons showed moderately severe character 
disorders. Divorce, separation, or even fam- 
ily quarrels were rare. Violence, panic, and 
severe regression are uncommon, even 
among psychotics; suicide was extremely 
rare. 

Eaton and Weill conclude that the facts 
justify the generalization that Hutterites 
tend to internalize their problems rather 
than project them into their relationships 
with other people. Under stress, they are 
much more likely to be anti-self than anti- 
social. The socialization process and com- 
muna] indoctrination supports this norma- 
tive behavior tendency. This emphasizes 
submission of the individual to community 
expectations, the principle of personal guilt 
and pacifism. 

Such findings have led to the formulation 
of the hypothesis of specific cultural rele- 
vance with respect to the epidemiology of 
schizophrenia and manic depression, to wit, 
as we have already seen, schizophrenia is 
the disorder of social isolates and manic 
depression the disorder of the socially in- 
volved. At the same time the structure of 
Hutterite society does seem to show rather 
clearly the kind of cultural factors that are 
operative in relation to the production of 
individual and social disorganization or non- 
disorganization. 

It is fairly evident today that all human 
beings at some time during their early de- 
velopment possess the potentialities for 
behaving in schizophrenic, manic, depres- 
sive, obsessive, or anxiety patterns. Whether 
an individual will respond to his behavioral 
environment, that is, his cultural environ- 
ment, with one pattern of behavior or an- 
other will depend very much upon the pres- 
sures of that cultural environment, making 
all necessary allowances for genetic and 
constitutional factors. Some cultures pro- 
duce more and more severe forms of these 
responses than others, and the cultural 
stresses that do so may vary in their nature 
in different cultures. In some cultures men- 
tal illness is institutionalized, by which is 
meant not that the individual is put into an 
institution as a sick man, but rather that he 
and his behavior are incorporated into the 
society as a normal part of it. The person 
whom we would regard as normal in our 
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society would be regarded as sick in such a 
culture. The diabolical, hostile, paranoid 
Dobuans of northwestern Melanesia make a 
virtue of treachery and ill-will, and would 
regard anyone who deviated from this pat- 
tern as utterly unfit to deal with the malig- 
nancies of this cutthroat world. Malignancy 
and hostility are therefore institutionalized 
as the ethos of Dobuan culture—it is a way 
of life. 

Similarly, the Balinese, in a culture in 
which the food and material goods are ade- 
quate, war and crime at a minimum, the 
arts highly developed, the traumatizing ex- 
periences of childhood turn the Balinese 
into schizoid personalities. From about 5 or 
6 months of age, and steadily becoming 
more definite as the child grows older, the 
mother continually tantalizes and teases the 
child. She stimulates him to show emotion, 
love or desire, jealousy or anger, and then 
turns away, as the child in rising passion 
ragingly and despairingly implores emo- 
tional response from her. The discourage- 
ment of interpersonal emotion is systematic. 
The child never attains a climax of emo- 
tional response, and the resulting with- 
drawal is seen in a lack of responsiveness 
which is established by the age of 3 or 4. 
The relationship to people remains distant, 
wary of the expression of too much feeling. 
When he is frightened, the Balinese falls 
into a soft sleep from which it is difficult 
to wake him. When he has to wait he may 
curl up into a fetal position and fall asleep. 
Within his own highly elaborate system of 
time and space he moves relaxedly and with 
grace; in an unknown situation he is unable 
to act at all. On tests, the Balinese respond 
like schizophrenics, yet they are fully func- 
tioning members of their community. __. 

Responding to a question raised by 
Lauretta Bender, “How many schizophren- 
ics can a society absorb and survive ?” Mar- 
garet Mead says, 


One might say that Bali had been able to ab- 
sorb a much higher number of those who 
would be schizophrenic in other societies, until 
their special potentialities, seen now as one 
variant of human nature, had helped develop 
a social order that was self-perpetuating. To 
this all children born in Bali were exposed, 
they, in turn, absorbing, in posture and gesture 
and capacity to move within a highly protected, 


symbolic system, something of the special gifts, 
the special vulnerabilities, the special sensitivi- 
ties of the potentially schizophrenic, fitting in 
with the phrasing that “schizophrenia is not so 
much a disease as a way of life.” In studying 
Balinese culture, the details of childhood ex- 
perience may be seen as a way in which a 
culture perfectly adapted to the particular con- 
stitutional needs of schizoid individuals is com- 
municated to all human children, involving far 
greater trauma for some than for others, sub- 
duing all to a state where they do not threaten 
the pattern, and developing an insatiable de- 
mand for symbolic rather than immediate 
satisfactions, turning the schizoid hunger for a 
meaningful pattern into an appetite for the 
practices of living arts (in F. Alexander, pp. 
439-440). 


The important thing to note here is that 
in Bali the schizoid habitus has become in- 
stitutionalized and that it has given Balinese 
culture its essential character, in the arts, 
interpersonal relations, and in religion. This 
has been discussed by others elsewhere ; 
here it must suffice to say that the arts, in- 
terpersonal relations, and religion are all 
greatly influenced by the prevailing psy- 
chosis—using that word to mean no more 
than “a state of mind”—and each of these 
cultural activities and institutions affords 
the individual abundant opportunities for 
the maintenance of his own self-homeo- 
stasis. 

Thus, we begin to perceive how mental 
illness may, to a large extent condition the 
institutionalized forms of emotional expres- 
sion such as religion, pageantry, painting, 
carving, puppet-making, music, the dance, 
drama, narrative, and the like. For in Bali 
it seems quite clear that these forms of emo- 
tional expression are designed to fit the re- 
quirements of the individual's emotional 
needs. 

The effects of mental illness upon the 
structure and functioning of society is a 
matter which in our own time has assumed 
the dimensions of a world important prob- 
lem. No less than the problem of the sur- 
vival of mankind itself. The question is : 
How behaviorally deranged can a society 
get before it endangers its own survival 
and that of others? Before that question 
can be answered we must dispose of the 
doubt as to whether it is possible for a 
society to be behaviorally deranged, and 
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consider whether the phrase is only a figure 
of speech. I recall a brilliant book by an 
Englishwoman, Caroline E. Playne, The 
Neuroses of the Nations, published in 1925. 
It was 30 years before its time. I read it in 
1925, and I also read the reviews. I was 
impressed by the book, but not by the re- 
views, which were largely scornful. How 
could a nation be neurotic ? Neuroses ap- 
plied to individuals, not to such complex 
entities as nations. This was the main criti- 
cism of what was otherwise conceded to be 
a well-written and interesting book. Only 
8 years were to pass, or if you like 20, for 
Miss Playne’s analysis of the German and 
the French neurosis to receive full corrobo- 
ration from the tragic dénouement of 
events. But meanwhile Miss Playne’s book 
and her examination of national neurosis 
has been forgotten. I should like briefly to 
quote her thesis in her own words. She 
writes : 


The study on which we embark of the national 
group-minds of the two great continental rep- 
resentatives of Western civilization, France and 
Germany, is an examination of the nature of 
the limitation which in their case “held up” 
the generation who lived at the beginning of 
the twentieth century. And the contention is 
that the special limitation of human nature 
which hindered the progress of this generation 
was the failure of men’s nervous systems to ad- 
just themselves to the ever-increasing strain of 
life under highly stressed and complicated con- 
ditions of existence. Out of this failure of ad- 
justment arose nervous excitement, nervous de- 
pression, general irritation, resulting in anger 
and passion. Primitive passions burst forth, 
accompanied by emotions of instinctive type. 
The effect of this upthrust of ancient and ob- 
solete furies into the newer order was so turbu- 
lent, that . . . they swept the masses out of the 
path of reasonable advancement and plunged 
them into a series of group-neuroses. 


Whatever one may think of Miss Playne’s 
explanation of the dynamics involved, it took 
the spectacle of Nazi Germany to convince 
some observers, at least, that a whole nation 
could be mentally ill, for how otherwise 
would it be possible to account for the be- 
havior of the Hitlers, Goerings, Goebbels’, 
Himmlers, and Eichmanns, and countless 
others like them but by the history of the 
average German's behavior? Those who 


had known many Germans and who ever 
gave the matter any thought, like those 
German exiles Heine and Nietzsche, were 
aware of what the Germans subsequently 
proved themselves capable. One does not 
have to read the memoirs of Nazi generals 
or concentration camp commandants to 
know that the cultural conditioning of a 
majority of the Germans was such as to 
make rigid, fearful, emotionally shallow and 
humanely arid, obeisant and obsequious 
creatures, who were never happier than 
when commanded or commanding. The 
parallel between German family structure 
and the structure of German political life is 
now something of a cliché of the psychi- 
atry of peoples. Dr. Bertram Schaffner has 
discussed this subject in his aptly titled 
book Father Land: A Study of Authori- 
tarianism in the German Family. The man- 
ner in which the adult German personality 
is formed within the German family in 
great part serves to explain that personality. 
The fear and respect, Ehrfurcht, inculcated 
for the father, Pflicht the obsessional sense 
of duty which seems to serve the German 
as a substitute for what is elsewhere known 
as a conscience, the absence of love, the 
subservience of women, the commanding 
position of the father, the word of the father 
as inflexible law, the unquestioning obedi- 
ence expected of children and inferiors, the 
emphasis on work, the thoroughness and at- 
tention to detail, the fear of failure, the dis- 
cipline and regulation, the enforced passiv- 
ity of the child, the lack of freedom, and 
the like, would be enough in themselvés to 
explain why the Germans are Germans. 

No analysis can be attempted here of the 
historical conditions which caused German 
culture to develop in this way, but if there 
is one man who deserves a major share of 
the discredit that man is Martin Luther. It 
was not, however, one man, but many who 
were responsible for Germany’s totalitarian 
development. Germany was and still is a 
nation of little Hindenburgs, Ludendorffs, 
and Hitlers. They are turned out as regular- 
ly and as invariably as a pattern made to a 
template. The patterning of the German 
personality has on two occasions already 
had the most devastating consequences for 
millions of human beings, and it may be 
predicted that it will again. Just as it may 
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be predicted that all American attempts to 
democratize the Germans will fail. The 
Americans helped the Japanese to achieve 
a democratic revolution that had already 
long been in the making. But can a nation 
of little Hitlers be taught democracy? I 
believe not. Democracy is something one 
learns in the home. It is not simply a politi- 
cal doctrine. Politics is life, and political 
attitudes are founded in the home. “Do you 
imagine” wrote Plato in The Republic “that 
constitutions grow at random ‘from stone 
to stone,’ and not from those characters of 
the men in cities which preponderate and 
draw the rest of the cities after them ?” The 
characters of “the men in the cities” are de- 
termined by the agencies that shape them 
within the family. Democracy in Germany 
can come about, if at all, only by gradual 
evolution, and only after the German family 
has democratized itself. As things are today 
there is hardly a German who really under- 
stands the meaning of democracy. 

The comparative psychiatry of cultures 
and of nations would be a fascinating topic 
to pursue further. It is a subject in the 
making. Each nation has its own psychosis, 
and some of them happen to be more dan- 
gerous than others. I hope I have said 
enough in this paper to suggest that it is a 
subject worthy of our closest attention. 

I have thus far spoken of the influence 
of cultural factors upon the incidence of 
mental illness. I should now like to say 
something about the influence of the mental 
illness that prevails in any culture upon the 
condition of that culture. It should be clear 
that in a culture in which there are as many 
sick individuals as there are in Dobu that 
such a society must either ultimately de- 
stroy itself or change its character. Dobu is 
a remarkable example of what happens to 
a culture when virtually everyone in it is 
mentally unbalanced. Mental illness be- 
comes the norm of behavior, and in a short 
time there remains no one in such a society 
who is able to perceive that such behavior 
is, in fact, socially maladaptive and destruc- 
tive. The parallel to some western societies 
is rather deadly, and we in the western 
world have to ask ourselves, before it is too 
late, whether it may not be that at the pres- 
ent time we stand at the very edge of doom 
because mental illness has become endemic 


among us and institutionalized as a way of 
life. We have to ask ourselves how mentally 
fit are those men in our culture who occupy 
high office and influence the lives of millions 
of others ? 

We have to consider whether motivations 

which move many men to acquire political 
power are not generated by something less 
than the desire to be of help to mankind, 
and we have, in addition, to consider 
whether the citizens who make it possible 
for such persons to realize their drive for 
power, are not perhaps as sick as those they 
elect. 
Mental illness, it would seem, has not 
been uninfluential in the appearance of cer- 
tain forms of art, architecture, and litera- 
ture, not to mention many of the things that 
are said and done through the usual form 
of these arts. 

A culture such as that of the United 
States, which not only permits but encour- 
ages the employment, for example, of news- 
paper columnists who are clearly mentally 
ill, in which such men grow to riches, fame, 
and even respect, evidently caters to the 
deepfelt needs of mentally sick individuals. 
This is further evident in the nature of the 
entertainments favored by the masses, in 
which murder, violence, rape, and sexuality 
form the staple article of diet, and in the 
plays having morbid and perverted themes 
for their plots. It would appear that it is no 
longer the blind who are leading the blind 
into the ditch, but the mentally ill who are 
leading the mentally ill, and contributing to 
the secularization of even greater numbers 
of mentally ill. 

We stand much in need of a social psy- 
chiatry which will devote itself to the study 
of the causes and cure of the mental ill- 
nesses of cultures. 
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A VISIT TO THE ARGENTINE * 


JOSEPH WORTIS, M.D.? 


An invitation to the Second Argentine 
Psychiatric Congress held in Mar del Plata 
November 2-6, 1960, provided a welcome 
opportunity to meet some of our South 
American colleagues, visit several institu- 
tions, and acquaint myself with some Ar- 
gentine psychiatric activities. 

In recent years there has been a very 
rapid increase of psychiatric interest and 
activity in the Argentine. Forty years ago 
there were probably no more than 50 Ar- 
gentine psychiatrists, working mainly in 
hospitals ; there are now over 600 physi- 
cians of various levels of training working 
more or less exclusively in psychiatry, most 
of them in private practice, including about 
100 psychoanalysts. The first psychiatric 
congress initiated by cooperating psychia- 
tric societies was held in 1956 : the broaden- 
ing professional interest, now involving 
psychologists and other auxiliary workers, 
Jed to a larger second conference in the 
beautiful sea port of Mar del Plata, south of 
Buenos Aires. There were about 500 partici- 
pants, including nearly 300 psychiatrists. 
Several other South American countries 
were represented. The principal themes 
were mental health and work, clinical psy- 
chopharmacology, and the neuroses and 
psychoses of childhood ; 100 papers were 
presented and round tables held. The entire 
proceedings will be published. In general 
the papers represented a sophisticated level 
of scientific interest, and there were fre- 
quent references to the social context of 
psychiatric disorders. There appeared to 
be a much greater willingness for different 
schools to meet together than is customary 
in our country. Very little experimental 


1] would like to thank my Argentine hosts for 
their unfailing friendly hospitality, and especially 
Drs. Locci and Barbagelata of the Mental Health 
Advisory Council, Dr. Torrence of the Statistics 
Division of the Health Ministry, Drs. Gregorio and 
Sylvia Bermann, Dr. Pichon Riviere, Dr. Reca and 
many others for their helpfulness in answering my 
many questions. 

2From the Dept. of Psychiatry, State Univer- 
sity of New York Downstate Medical College, and 
the Division of Pediatric Psychiatry, Jewish Hos- 
pital of Brooklyn. 
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work was presented, research design was 
negligent, and statistical refinement rare— 
all reflecting basically an inadequate sup- 
port of psychiatric research. Many of the 
clinical psychopharmacological studies were 
directly sponsored by the drug companies, 
who helped support the Congress in other 
ways. The newer drugs are widely publi- 
cized and enjoy considerable vogue ; they 
may be sold in the Argentine without medi- 
cal prescription. 

The fishing port of Mar del Plata is not 
only a resort for the portefios but has one 
of the biggest gambling casinos in the 
world, run by the provincial government. 
It has, moreover, a socialist mayor. Part of 
the income from the tourist trade goes into 
social services, and a modern cerebral palsy 
rehabilitation center, Il Centro de Rehabil- 
itacion para Ninos Lisiados (CERENIL), 
has recently been developed there under 
the enterprising leadership of Dr. Juan O. 
Tesone, an American-trained orthopedic 
surgeon who has not only brought new 
equipment and techniques to Mar de] Plata, 
but has succeeded in mustering ample phil- 
anthropic aid from the local business in- 
terests. CERENIL has even been allocated 
a block of beach cabins whose lucrative 
rentals help support the service. 


BACKGROUND 


Nineteenth century Argentine society was 
still largely feudal, with a wealthy landed 
gentry that controlled huge holdings, an 
aristocratic ruling class and a large popu- 
lation of extremely poor peons or workers. 
Recent decades have seen the rise of a pros- 
perous commercial and professional mid- 
dle class who live in modern comfort in 
the large cities, with theaters, autos, opera 
and smart shops that rival the best of Eu- 
rope’s. But striking class differences still 
remain, and on the outskirts of Buenos 
Aires big areas of one-room hovels can be 
found, without water, electricity or sewage, 
where scores of thousands live in squa- 
lor, and where infant mortality in the sum- 
mer months reaches terrible figures ; con- 
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ditions in the sparsely settled interior are 
said to be as bad or worse. According to 
the figures from the Ministry of Health, 
infant mortality in the country as a whole 
is 60 per 1000 (compared with 27 per 1000 
in the U.S.A.) but is only 30 per 1000 in the 
populous cities—an average based on a very 
unequal rate in different sections. Infant 
mortality is especially high in the rural areas 
(in some districts as high as 200 per 1000) 
and over half of the children in these areas 
have intestinal infestation. Figures given 
to me at the Health Ministry indicate that 
expenditures for health services from all 
sources—public and private—amount to 
about 1200 pesos per person per year 
($15), but most of it comes from public 
funds. There are now 28,000 psychiatric 
beds in the country, but 48,000 are said to be 
needed (though some think it would be 
wiser to expand acute and preventive serv- 
ices). 50 to 65 pesos per person per day 
are paid for all services and maintenance for 
psychiatric cases in public hospitals, but 
officials told me they need at least 100 pesos 
per day as a bare minimum. In the larger 
public general hospitals in Buenos Aires 
the present costs are 400 pesos per day per 
patient. Other welfare services related to 
psychiatric needs are similarly backward, 
so that social factors not only create exces- 
sive psychiatric morbidity, but prevent 
effective treatment and rehabilitation. Re- 
cent inflationary trends have aggravated 
the whole problem. 

The population of the country has in- 
creased rapidly from less than 5,000,000 
in 1900 to over 20,000,000 at present. Much 
of its immigration is thus relatively recent. 
Argentine is the most European of the Latin 
American countries, with relatively little 
Indian and practically no Negro popula- 
tion. In spite of some very poor areas, it 
is economically the most advanced country 
in South America. It has always been 
strongly bound by economic ties to Euro- 
pean and more recently American interests, 
and its upper classes were typically edu- 
cated in foreign or foreign-language schools. 
At the begining of this century its neurol- 
ogy and psychiatry were mainly influenced 
by the French ; after World War I German 
and to some extent English influences 
appeared, but for the past 2 or 3 decades 


its psychiatric orientation has been increas- 
ingly American. In the past few years a 
small but influential Pavlovian group has 
been following the Russian literature. Most 
of the books on display at the Congress 
were translations of American authors. The 
past period has also: seen a definite separa- 
tion of psychiatry from neurology, a huge 
increase in the private practice of psychia- 
try, and an active development of psycho- 
analysis. 

Argentina is proud of its own psychiatric 
traditions. Diego Alcorta (1807-42), like 
our Benjamin Rush, was inspired by French 
influences and was interested in both physi- 
cal and social causes of psychic disorder. 
José Maria Ramos Mejia (1850-1914), Do- 
mingo Cabred, (Professor at Buenos Aires 
until 1916), José Ingenieros (1877-1925), 
Christofredo Jakob (1866-1956), are all il- 
lustrious names. Angel Garma who migrated 
from Spain after the Civil War, founded the 
influential Argentine psychoanalytic move- 
ment, and is still active. Eduardo E. Krapf, 
formerly professor at Buenos Aires, now 
heads the Mental Health Section of the 
World Health Organization. Dr. Gregorio 
Bermann, another early psychoanalyst, has 
since defected to the anti-psychoanalytic 
camp, apparently without damage to his 
high standing in the profession. The Argen- 
tine Psychoanalytic Association now has 
about 100 members, half of whom are fol- 
lowing what could be called a neo-Freudian 
orientation under the leadership of Dr. En- 
rique J. Pichon Riviére, who was President 
of the current Psychiatric Congress. This 
latter group has its own teaching center, 
the Primera Escuela Privada de Psiquiatria, 
affiliated with the Argentine Institute of 
Social Studies. 


HOSPITAL NACIONAL NEUROPSIQUIATRICO 


Following the conference, I spent a week 
visiting various psychiatric facilities around 
the city. When I said I wanted to see their 
worst as well as their best I was advised 
to visit the federal Hospital Neuropsiquia- 
trico in the suburbs. The hospital consists 
of a neglected group of stucco and concrete 
buildings on grounds that are no more than 
heaps of stone and sandy rubble. It houses 
3,500 patients on a budget of 50 pesos per 
patient (42c) a day, without a single full 
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time trained psychiatrist, very few trained 
nurses, not a single social worker, and with 
6 attendants per 24 hours for each unit 
of 124 patients. About 82 visiting physicians 
work about 18 hours a week, for which 
they are paid 4000 to 5000 pesos a month. 
The Director, Dr. Omar J. Ipar, gives the 
hospital 6 hours a day. Many patients help 
care for other patients, and the inmates com- 
prise 80% of the working staffs in kitchen and 
laundry. Psychotic patients roam the open 
grounds unattended. An average of 2 pa- 
tients a day wander off or escape ; 90% are 
returned. There are 1200 admissions or re- 
admissions (75%) a year. Of every 100 new 
cases admitted 50 remain in the hospital 
while 50 die or are discharged. The illicit 
smuggling of alcohol into the hospital 
grounds is a constant problem. Tuberculosis 
was formerly rampant, but is now controlled 
with antibiotics. There are 250 deaths in- 
cluding 7 suicides a year. General condi- 
tions seemed deplorable, though some sec- 
tions of the hospital were being renovated. 
Aside from the work the patients do to 
maintain themselves, there was little planned 
occupational activity, and I saw many pa- 
tients lolling on their beds in mid day, or 
gazing vacantly at the walls. In the event 
of discharge, there is usually no follow-up. 

A program for the training of 12 part 
time residents began four years ago and was 
said to be going well. Regular staff meetings 
are held, and the hospital has just resumed 
its annual neuropsychiatric bulletin and 
journal. Fortunately an association with a 
specialty hospital such as this is still re- 
garded as a prerequisite for professional 
standing in private practice. Though the 
caliber of the doctors I met seemed to be 
good, their opportunities for useful work 
under these conditions were discouragingly 
limited. I saw 2 busy and well equipped 
pathology sections however, and some work 
in chemistry and pharmacology was being 
done. 


POLICLINICO DE AVELLANEDA 

A visit to the small psychiatric services 
of Dr. Sylvia Bermann in a general hospital 
was a pleasant experience. Staffed by a few 
dedicated psychiatrists, mostly women, it 
was providing excellent services to children 


and adults in an atmosphere of warmth and 
serious scientific interest. A small 10-bed 
inpatient service for the active treatment 
of acute psychoses was a welcome new 
asset to the hospital, and relations to other 
hospital departments were excellent. Dr. 
Bermann was being paid 4000 pesos a 
month for directing this service, though it 
was her major activity, and some of her 
staff physicians got no pay at all. 


CHILD PSYCHIATRIC CLINIC, HOSPITAL 
ESCUELA SAN MARTIN 


Dr. Telma Reca de Acosta, a quiet and 
charming woman with some American ex- 
perience, heads the newly developed uni- 
versity children’s psychiatric clinic at the 
Hospital Escuela San Martin, housed in an 
ample though sparsely furnished wing of 
the newly constructed university hospital. 
Though there are 2 other small children’s 
psychiatric services in this city of 6,000,000, 
hers is the best known and is trying bravely 
to meet the rapidly growing demand for 
services. It is staffed by 5 part time psychia- 
trists who are paid the equivalent of $60 
a month, a few psychologists, and some 
non-professional assistants, but so far by no 
social worker. The clinic handles 25 new 
cases a week; few children can be seen 
more than once, and most of the follow-up 
work is done with the mothers in groups 
set up mainly according to the age of the 
child. There is no waiting list ; in this way 
maximal use is made of the scarce profes- 
sional personnel. Two-thirds of the referrals 
involve reactive behavior disorders or neu- 
roses, about 10% to 15% are problems of 
mental defects, and there is a small percent- 
age of psychoses. Except for some of the 
retarded children, there is no special public 
school classes for these disturbed children, 
and no available residential facilities for 
childhood schizophrenia, a group for whom 
Dr. Reca is attempting some special thera- 
peutic help. Several physicians attend the 
clinic for training, since residency train- 
ing in the specialties is still not established 
in the Argentine. Although present opera- 
tions are relatively modest in scope, the 
establishment of this new clinic is signifi- 
cant, and will undoubtedly lead to bigger 
developments. 
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POLICLINICO DE LANUS 

This university service of psychopa- 
thology and neurology under Dr. Mauricio 
Goldenberg is generally regarded as the 
best psychiatric clinic in the country. It is 
housed in a busy public hospital compa- 
rable to Bellevue in New York City, and has 
both an outpatient, and an inpatient serv- 
ice of 32 beds—practically all used for 
psychiatric cases. It has 35 staff physicians, 
most of whom give half their time to the 
clinic, though only 5 are paid—$50 a month, 
with $75 a month for the chief. Seven of 
the psychiatrists specialize in group therapy. 
There are 7 well trained psychologists, plus 
a number of psychological trainees. The 
clinic boasts one full time social worker 
and hopes soon to have a number of psy- 
chiatric residents in training; it handles 
about 40 appointments a day and takes on 
about 35 new patients a week. Its psychia- 
tric case material consists largely of neu- 
roses, early psychoses—mainly depressions— 
and alcoholism. I was told that after a few 
visits most patients tend to drop out. Group 
therapy is a special interest of the clinic, 
and some of the patients are treated on a 
day hospital basis. It conducts considerable 
research, most of it involving the newer 
drugs, and all of it supported by the drug 
companies. Its orientation is Pavlovian 
(misnamed “reflexological” ) and it is active 
in developing a school of psychotherapy 
with an experimental basis, largely under 
the leadership of Dr. José A. Itzigsohn, a 
Russian-born psychiatrist and translator of 
Pavlov. 

At this clinic I met with a large group 
of medical students, who wished to ask 
questions, first about psychiatry, and then 
about the U. S. A. Half of them said they 
would like to train in the States because 
full time training opportunities have only 
begun to be developed in their country. As 
a group they seemed to be well-read and 
surprisingly well informed on broad social 
issues, a characteristic, I was told, of most 
South American students. They were alert 
to the pressing need for medical progress 
and reform, seemed especially interested 
in knowing of different psychiatric schools 
of thought in America, and carefully noted 
the names of all the authors I mentioned. 


A PSYCHOANALYTIC GROUP 


I spent an interesting evening with some 
20 young analysts associated with Dr. 
Pichon Riviére. I was encouraged to give 
my views and join in discussion of a variety 
of psychiatric topics, all duly tape-record- 
ed. Discussion continued until well past 
midnight, which is ‘said to be not unusual 
in Buenos Aires. Major interest was focused 
on psychotherapy but I was most favorably 
impressed by the breadth of interest of this 
group and their receptivity to new ideas. 
Many unfortunately were losing contact 
with hospital work because it was demand- 
ing and unremunerative. I think it would 
be a pity if means were not found to bring 
their interests and talents to medical set- 
tings and to broader services. 


PUBLIC HEALTH AND PSYCHIATRY 


I had an opportunity to meet with Dr. 
José Luis Locci of Rosario, the chief psy- 
chiatric advisor to the National Ministry 
of Health, and Dr. Ricardo R. Barbagelata, 
a teacher of psychology in one of the pro- 
vincial universities, who is also an adviser 
to the National Committee of Mental 
Health. They told me that the present 
national psychiatric budget amounts to 637,- 
000,000 pesos a year (about $8,000,000) 
exclusive of construction. This is used 
almost entirely for the care of the 22,000 
psychiatric cases in national hospitals (there 
are also 6,000 in provincial or private hos- 
pitals ), an additional 4,000,000 pesos a year 
are allocated for research, and a similar 
amount of preventive work. They frankly 
emphasized the very serious shortcomings 
of their present psychiatric services and felt 
that the Government must take quick action 
to satisfy even the minimal needs of the 
population; many additional beds were 
needed for psychiatric cases and they 
thought that the budgetary allotment for 
each bed should be substantially increased. 
Except for one small university service 
in La Plata and an institution for the feeble- 
minded the country had no residential psy- 
chiatric facilities for children. There is not 
a single full time head of a psychiatric 
service in all the Argentine. There is official 
appreciation of the need for such positions, 
and for the expansion of psychiatric serv- 


ices in general hospitals, all within a broad 
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framework of augmented medical services 
for the whole nation, similar to the com- 
prehensive health services in the neighbor- 
ing state of Chile. The day hospital was 
favorably regarded. 


CONCLUSIONS 


Argentina has its fair share of talented 
and public spirited psychiatrists, but their 
professional development and usefulness 
are hampered by inadequate support and 
facilities. The opinion was frequently ex- 
pressed, even by Government officials, that 
general planning for medical services on 
a national level is long overdue, and will 
have to be initiated. Even the 1200 pesos per 
year per capita that are now being spent 
by the public could yield far better health 
services, including psychiatric services, if 
expended in some planned and rational 
way. Until that is done, there seems to be 
little prospect of providing adequate psy- 
chiatric care to meet the needs of the Argen- 
tine population. Meanwhile it is to be 
hoped that some of the most urgent and 
immediate needs will be satisfied. 

A question I often asked was how we 
in the U. S. A. could be helpful. Many 
younger physicians expressed the wish to 
spend a period of training in the U. S. A., 
but it is my impression that in the past 
many or most of the American-trained phy- 
sicians have returned to give their major 


interest to private practice and have neg- 
lected hospital work. “How else could we 
earn a livehood?” they ask. It seems 
to me American training resources could 
be used much more effectively if our re- 
sponsible agencies negotiated with Argen- 
tine agencies to exchange personnel, or 
perhaps teams of personnel, with some 
assurance that these would help satisfy 
some of the broader psychiatric needs of 
that country. Now especially, when there 
is emerging in the Argentine a new interest 
in the development of psychiatric services 
in general hospitals, perhaps ways could 
be found to train some of their younger men 
to prepare for full time career positions in 
general hospitals, in research or in psychia- 
tric public health work. I think brief so- 
journs of visiting teams from our country 
would not only be well received and would 
help to train many young psychiatrists, but 
would provide useful opportunities for some 
of our psychiatrists to get the stimulus of 
new contacts, problems and ideas, and to 
cultivate an interest in the growing psychia- 
tric work of our South American neighbors. 
Joint conferences or group training seminars 
could also provide very fruitful results at 
relatively little cost. I am sure that programs 
of this type would help to revive those good 
neighborly feelings which have not flour- 
ished in recent years. 
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THE TREATMENT PROGNOSIS FOR FUNCTIONAL 
PSYCHOSES IN GREAT BRITAIN 


WILLIAM SARGANT, M.B., F.R.C.P., D.P.M.* 


Because modern methods of treatment of 
both schizophrenia and depression are now 
getting patients better much more quickly 
and with so much less chronicity, the Min- 
ister of Health has announced recently that 
within the next 15 years it should be pos- 
sible to close no fewer than half the total 
beds in British mental hospitals, as well as 
treating most of the acute recoverable pa- 
tients in much smaller psychiatric units at- 
tached to general hospitals. 

How has this revolution in the treatment 
of the functional psychoses in Great Britain 
been achieved and why ? Certainly, when 
the writer first entered psychiatry in 1934, 
such future top-level planning would have 
been quite inconceivable, and the position 
then was a very different one, even as re- 
gards the predicted treatment outcome of 
the most favourable cases of early schizo- 
phrenia and depression. However, it is now 
very often forgotten that in those days the 
only specialised methods of treatment avail- 
able for such cases were the methods of 
Freud and Jung and some of the simpler 
forms of psychotherapy, while the only 
physical treatments were drugs such as the 
bromides and paraldehyde. In England, 
simply because there were then so few other 
treatments apart from the psychotherapeu- 
tic ones, and because a strong Freudian 
movement had existed in England since the 
end of World War I, psychotherapy and 
psychoanalysis were certainly tried in the 
treatment of selected functional psychoses 
as well as in the neuroses. However, their 
failure to cope with but a few of the enor- 
mous numbers of the mentally ill demand- 
ing urgent help at that time is now a matter 
of psychiatric history. And we also remem- 
ber the truly deplorable state of British 
mental hospitals when psychotherapeutic 
and social methods of treatment were the 
only ones available to help so many thou- 


1 Physician in charge of the dept. of Psycholog- 
ical Medicine, St. Thomas’ Hospital, London, 
England. 


sands of the mentally ill demanding urgent 
relief. 

Before World War II, however, we saw 
a new treatment break-through with the 
advent of several fresh physical methods 
emanating from European clinics. The value 
of insulin coma, convulsion therapy, and 
lobotomy in the functional psychoses were 
all suddenly discovered and later widely 
used. World War II also provided British 
psychiatry with a further convincing dem- 
onstration of the effectiveness of physical 
methods of treatment, which by then in- 
cluded “front line” sedation, drug abreaction, 
continuous sleep, various forms of insulin 
therapy, electroshock treatment, and the 
like, in the handling of the enormous num- 
bers of military and civilian psychiatric 
casualties, as compared to World War I 
when again only such methods as hypnosis 
and psychotherapy were usually available. 
As a consequence, millions of dollars in 
pensions have been saved the British Gov- 
ernment in part at least because so much 
less chronicity has resulted from the treat- 
ment methods used in World War II com- 
pared to those of World War I. 

These new treatment developments were 
then fortunately followed up with a return 
to peacetime psychiatry in Britain, and the 
resulting revolution is now becoming very 
obvious both as regards the prognosis and 
the duration of illness in patients with func- 
tional psychoses, which still fill the majority 
of mental hospital beds in every country in 
the world. But to obtain the ful) benefits 
from the use of all the newer physical 
methods of treatment now available, it is 
necessary to use them with courage, se- 
lectivity, skill, and a determination not to 
go on trying to pretend, as often happens in 
the U. S. A., that they are merely a second- 
best form of treatment, whose main value 
is to get a patient ready for the analytic 
couch or for other forms of specialised psy- 
chotherapy. This is especially the case at 
the present time when there are, in fact, so 
few psychotherapists available to help the 
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thousands of patients in mental hospitals 
even in such comparatively wealthy coun- 
tries as U. S. A. and Great Britain. In fact, 
the treatment revolution that has happened 
in England, and which may allow the 
closing of such tremendous numbers of its 
mental hospital beds, has all occurred with 
very little specialised psychotherapy prov- 
ing necessary at all, or even being available 
if it were. 

How greatly improved the treatment 
prognosis has become for the functional 
psychoses in Britain is also shown by the 
fact that the doors of most of the wards of 
mental hospitals can now be left wide open, 
and the majority of patients in them treated 
on a purely voluntary basis. But in many 
other countries and, unfortunately, in a few 
conservative or backward British mental 
hospitals, this is still not possible, simply 
because the uses of the newer methods of 
physical treatment have not been active 
enough, and there are far too many agitated 
and mentally tortured patients only await- 
ing opportunity to rush out and kill them- 
selves because of the severity of their con- 
tinued suffering. To have opened the doors 
of British mental hospitals, and of its gen- 
eral hospital psychiatric treatment units, 
when only psychotherapy and social treat- 
ments were provided for patients would 
have resulted in disaster, and would have 
led to a rapid discrediting of the whole sys- 
tem. 

In fact, to get to our present favourable 
treatment position in Britain, around 15,000 
lobotomies (mostly modified operations 
compared to the standard Freeman and 
Watt’s technique) have already had to be 
done on our more chronically agitated and 
mentally distressed patients ; and the tran- 
quillizers have certainly proved to be no 
satisfactory substitute for modified loboto- 
mies in so many of them. An official govern- 
ment enquiry has also just established that 
over 45% of over 10,000 lobotomised chronic 
patients in British mental hospitals have 
been able to be discharged, many of them 
also returning to work, while the relapse 
rate was much lower than expected. Since 
the introduction of the phenothiazines, this 
too has helped to stabilise still further some 
of the improvements seen after operations ; 


it has also helped to make lobotomy un- 
necessary in others. 

Insulin coma, too, has had to be used 
since the war in practically all the mental 
hospitals in Britain to get these results, rather 
than simply giving long courses of EST 
even to recent, acute, and still recoverable 
schizophrenic patients. Now, fortunately, it 
seems that EST and the phenothiazines, 
when used together, are generally providing 
a better and more speedy remission in more 
patients than when insulin coma and EST 
were used. But additional modified insulin 
régimes are still having to be employed to 
restore body weight to normal in schizo- 
phrenic patients before their discharge from 
mental hospitals, and under the National 
Health Service, maintenance treatment 
with the phenothiazines is also provided 
following discharge, and indefinitely where 
necessary, to help to prevent relapse. 

With the advent of the phenothiazines, it 
has also been shown that many acute schiz- 
ophrenias can be treated in general hospital 
psychiatric wards with open doors, or even 
as outpatients in general hospital psychi- 
atric units and day hospitals, provided that 
convulsion therapy, modified insulin, and 
the new tranquillizing drugs are all made 
available, and on an outpatient basis where 
necessary. The treatment time for an acute 
schizophrenic illness is consequently often 
being reduced to 8 weeks or less, compared 
with the months and years that it used to 
take to induce remissions in much smaller 
numbers of such patients, when psycho- 
therapeutic and social methods were our 
only real treatments prior to World War II. 

It has been the same in the treatment of 
moderate and severe depressions in Britain. 
The widespread use of outpatient EST, now 
often provided by general hospital psychi- 
atric units under the National Health Serv- 
ice, the additional provision ot modified in- 
sulin treatment where necessary, the selec- 
tive use of the amphetamines, and the wide 
range of long- and short-acting barbiturates 
which are are now available, and, when all 
else has failed, a final selective use of the 
newer modified forms of lobotomy, have 
made the long and agonizing depressive 
illnesses of the past a very rare occurrence. 
Furthermore, the newly increasing range of 
antidepressant drugs, which are bringing 
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so many of the anxiety states and the neu- 
roses with depressive features within the 
range of simple chemotherapy, has made 
the treatment of the whole group of de- 
pressive illnesses quite unrecognizable com- 
pared to that prevailing only 25 years ago. 
Then it might take depressed patients 
months or years to get better, and so many 
of them eventually killed themselves or died 
of agitated exhaustion in mental hospitals, 
despite all the forms of therapy used to try 
to help them. 

The writing has certainly appeared on the 
treatment wall in recent years for those pre- 
pared to read it. But in some countries like 
the U. S. A., the millions of dollars provided 
by the government and other wealthy foun- 
dations for psychiatric treatment research 
are still being concentrated too much on the 
“dynamic” psychopathologies and on psy- 
chotherapeutic approaches, which have 
proved so disappointing up to now in get- 
ting patients out of mental hospitals. This 
is difficult to understand since psychothera- 
peutic and analytic treatment has in fact as 
yet to prove its real worth even in the treat- 
ment of the more severe forms of neurosis. 
Meanwhile only a comparative pittance is 
being provided in various countries for re- 
search into the many possible physical and 
physiological treatments in psychiatry which 
have really brought about the recent thera- 
peutic revolution wherever they have been 
fully and courageously used. Also, while 
the possibilities of these new methods of 
treatment of the mentally ill are still under- 
developed and comparatively in their in- 
fancy, it is likely that the possibilities of the 
psychotherapeutic and social treatments of 
both the psychoses and the neuroses have 


already been fairly fully explored during 
the past 50 years. And, when used alone, it 
is almost certain that they will be found just 
as unable to get more than smal] numbers of 
patients out of mental hospitals in the future 
as they have been in the past. 

Some people even in Britain have, how- 
ever, tried to deceive themselves into believ- 
ing that the present improvement in treat- 
ment prognosis has been due largely to the 
better social, individual and group psycho- 
therapeutic treatment facilities that have 
also sometimes been available in recent 
years, along with the recent opening of the 
doors of our mental hospitals. Certainly all 
such procedures do help to supplement 
each other ; but one can quite safely predict 
that we would only have to give up the use 
of all the newer physical treatments for a 
very few months in Great Britain, and most 
of the doors of our mental hospitals and the 
wards of psychiatric units in general hos- 
pitals would have to be closed again, and 
the bars would go back on the windows 
because of the numbers in them trying to 
kill themselves during much more prolonged 
and intolerable illnesses. Conditions would 
speedily revert to those seen when social 
and psychotherapeutic methods are given 
too much prominence and prestige at the 
expense of the full use of the newer physi- 
cal treatments. It is only these latter that 
have made possible the revolution that has 
occurred in the prognosis for the recover- 
able psychoses in Great Britain today ; and 
they have also helped to give less effective 
social and psychotherapeutic methods an 
added value which they could never have 
hoped to have obtained in their own right. 
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MENTAL DISEASE OR DEFECT EXCLUDING RESPONSIBILITY * 


A Psycuiatric View OF THE AMERICAN LAw INSTITUTE : 
Mops. Pena Cope ProposaL 


LAWRENCE ZELIC FREEDMAN, M.D.,2 MANFRED GUTTMACHER, M.D., anp 
WINFRED OVERHOLSER, M.D. 


It is a truism that in any decision making 
process the freer the flow of relevant in- 
formation the greater the chances that the 
decision will be rational and just. Any im- 
pediment to pertinent communication in- 
creases the probability that irrational or, in 
the court of law, unjust decisions will be 
made. The clinical insights of psychiatry 
can accurately reflect the state of its knowl- 
edge and be efficiently utilized by courts 
only when the procedures for testifying do 
not suppress or distort the information. The 
fewer the restrictions imposed on the psy- 
chiatrist testifying in court, the greater the 
resources upon which the courts can draw. 

Decisions concerning the legal criteria 
for excluding responsibility obviously be- 
long to other members of this Committee. 
The considerations which we are presenting 
arise from and are restricted to our area of 
training, competency and primary interest— 
mental disease and mental defect. Only so 
far as the proposal attempts to incorporate 
psychiatric disease need the Committee 
grant our advice any more weight than that 
of other interested laymen. However, so far 
as it does, we think it reasonable to hold 
that the unanimous opinion of the three psy- 
chiatric members of the Advisory Commit- 
tee ought to be weighed as representative 
of the thinking of many of our colleagues 
in psychiatry upon whom the success of any 
formula depends. 

There is now a body of experience based 
on the history of the MacNaughton formula 
which may guide us to avoid a repetition of 
difficulties arising from earlier efforts. For 
example, a serious impediment to meaning- 


1 This is the minority report of the psychiatric 
members of the Advisory Committee to the Amer- 
ican Law Institute preparing a Model Penal Code. 

The preparation of this paper was supported 
by the Foundations Fund for Research in Psy- 


try. 
2 Center for Advanced Study in Behavioral Sci- 
ences, 202 Junipero Serra Blvd., Stanford, Calif. 
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ful communication between psychiatrists 
and lawyers in the MacNaughton formula 
is the psychiatrists’ mistaken assumption 
that MacNaughton makes an attempt to de- 
fine insanity which they consider in error. 
Lawyers see it as a statement of the con- 
ditions under which an accused person 
might be exculpated from guilt and from 
being stigmatized as a criminal. 

The traditional reluctance of psychia- 
trists to testify in courts under the Mac- 
Naughton formula arises in large part from 
the frustration of language which the law 
requires of them. Many lawyers have failed 
to realize that freedom of psychiatric testify- 
ing is not identical with extension of psychi- 
atric concepts in the procedures and deci- 
sions of the courts. Courts can only benefit 
from having the greatest possible clarity of 
exposition of psychiatric testimony, no mat- 
ter what standards it sets for responsibility. 

Section Four of the Model Penal Code of 
the American Law Institute,? devoted to Re- 
sponsibility, has a dual function : It sets up 
the criteria by which, according to law, 
mental disease or defect may exclude re- 
sponsibility. Responsibility is not a qualita- 
tive or quantitative intrinsic attribute of 
a person; it is, in this context, a legal 
judgment. Since, however, “the deed does 
not make the criminal unless the mind 
is criminal,” the state of mind must be 
ascertained and a pathological state of 
mind is a psychiatric problem. However, 
the gauge for determining legal exculpa- 


8 The proposed American Law Institute for- 
mula : Section 4. 

1. A person is not responsible for criminal 
conduct if at the time of such conduct as a result 
of mental disease or defect he lacks substantial 
capacity either to appreciate the criminality of his 
conduct or to conform his conduct to the require- 
ments of law. 

2. The terms ‘mental disease or defect’ do not 
include an abnormality manifested only by re- 
peated criminal or otherwise anti-social conduct. 
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tion is not suitable for the differential di- 
agnosis of psychiatric disability. 

So, Section Four also sets up standards, it 
guides, and it limits the communications of 
the psychiatrists concerning mental disease 
and defect to the judge and the jury who 
are to make the legal decision. It is this 
second and to some extent competing func- 
tion which concerns us. Confusion arises 
from this paradoxical effort to combine in 
one formula: 1. The criteria by which the 
courts will hold a man not legally responsi- 
ble (i.e., punishable) and 2. The conditions 
for the exposition of the psychiatrist's 
knowledge. 

The question clearly should be: How 
may the courts optimally elicit testimony 
from the psychiatrist concerning psycho- 
pathology so that its own legal question con- 
cerning responsibility may be answered 
with maximum information at its disposal ? 

The two major formulae, competing to 
supplant MacNaughton, are the proposed 
American Law Institute prescription and 
the Durham Decision.* In our view both 
are refreshing and encouraging advances 
over MacNaughton and reveal significant 
agreement. The similarities between them 
might be summarized as follows: 1. Each 
is intended to free from responsibility a 
man who has committed an illegal act which 
is the result of, or the product of, mental 
disease or defect ; 2. Each includes mental 
pathology—illness, disease or defect; 3. 
Each rejects exclusively cognitive or intellec- 
tive approach ; 4. Neither formula, presum- 
ably, is primarily concerned to define mental 
illness but rather to indicate what degree 
of severity of mental illness protects an in- 

' dividual against the punitive and stigmatiz- 
ing impact of criminal law ; 5. Each incor- 
porates the concept of causality, with the 
words “product of” and “as the result of.” 
Both “product” and “result” refer to the 
cause. Cause is the circumstance, condition, 
event, which necessarily brings about or 
contributes to a result. 

Within this framework we state our reser- 
vations concerning the American Law In- 
stitute formula. We hold that the subtlety, 


4 Durham Decision: An accused is not crimi- 
nally responsible if his unlawful act was the prod- 
uct of mental disease or mental defect. [94 U. S. 
App. D. C. 228, 214F2d862 (1954) ] 


complexity and obscurity of its psychologi- 
cal entities and its actual intrusion into the 
field of psychiatric diagnosis unnecessarily 
limit the contributions of psychiatry, present 
and potential, and needlessly restrict the 
medical and psychological resources upon 
which the court may draw. The legal re- 
quirements concerning appreciation of 
criminality and conformance of conduct and 
the negative definition that repeated crimi- 
nal or otherwise antisocial conduct is not 
mental disease effect a gratuitous entrance 
into medical and scientific arenas which is 
unnecessary and may be harmful to the 
law’s purposes. 

Specifically, “substantial” and “capacity” 
are psychologically vague, ambiguous, un- 
clear and complex quantitative concepts. 
More important, “to appreciate the crimi- 
nality” is an involved cognitive phrase at 
least as likely to lead to confusion as “knowl- 
edge of right and wrong.” Further, since 
criminality is an illegal act with an accom- 
panying mental state, is there not a logical 
inconsistency or tautology here ? For if the 
offender cannot “appreciate the criminality,” 
then his act is not criminal, and if it is crim- 
inal then he must have “appreciated” it. 

“To conform his conduct to the require- 
ments of law” is an inverse restatement of 
irresistible impulse which has proven to be 
an almost unusable defense. To lack “sub- 
stantial capacity to conform his conduct to 
the requirements of law” is to have an irre- 
sistible impulse. 

The terms “mental disease and defect” 
specifically exclude “an abnormality mani- 
fested only by repeated criminal or other 
antisocial conduct.” To refer to mental dis- 
ease and then to limit its meaning is to rob 
the court of the worth of the psychiatrist’s 
expertness precisely to the degree that it 
limits his ability to transmit clinical informa- 
tion. It predisposes to failure in communi- 
cation. The phrase “mental disease or defect” 
should serve as a focus for the communica- 
tion and description of the combined be- 
havior, feeling, ideas, of a person so as to 
inform judge or jury. 

If the courts wish to determine whether 
mental disease or defect exists, then the law 
must use not only the semantics but the 
substance of psychiatry. It cannot, for ex- 
ample, meaningfully adopt psychiatric 
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words, and then appropriate to itself the 
right to establish psychiatric diagnosis cri- 
teria even by exclusion. It legally excludes 
forms of behavior which may themselves be 
symptomatic of pathology, for antisocial be- 
havior may be the manifestation of illness. 
Repeated illegal or antisocial conduct is a 
manifestation of a personality, and this per- 
sonality may be a sick one. There is a qual- 
ity of behavior referred to as alloplastic, 
most commonly found in the psychopathic 
personality in which the symptom of psy- 
chopathology consists in the acting out. The 
manifestation of a man’s abnormality may 
consist precisely in his repeated or otherwise 
antisocial conduct. To exclude such conduct 
from “mental illness” is to make a psychiatric 
judgment eliminating behavioral or conduct 
disorders. 

Apparently there is no insistence on legal 
formulae in diagnosing physical diseases, so 
why in this case? If the physician were 
similarly forbidden to use one outstanding 
symptom as criterion for physical illness, the 
absurdity of such an approach would be- 
come apparent, or if he were limited to two 
tests it would be considered unscientific. 

If the intent is to exclude the so-called 
psychopathic personality from irresponsibil- 
ity, it is hard to see how it can succeed in 
this way. If the Committee does not want to 
excuse as psychiatrically ill individuals the 
so-called psychopathic or sociopathic per- 
sonality, this formula will not serve that 
purpose, for its use depends upon the testi- 
mony of psychiatrists ; those who consider 
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psychopathic or sociopathic personality a 
mental disease or defect will so testify and 
those who do not will not. 

In summary, essentially the Model Penal 
Code formula has added to the cognitive 
criteria volitional criteria. It has eliminated 
behavioral criteria except when they are 
combined with other phenomena. 

The Durham Decision permits free com- 
munication of psychiatric information and 
the American Law Institute creates road 
blocks to such transmission. The Durham 
formula puts no limitations on psychiatric 
testimony except those which are implicit 
in the present state of the discipline. The 
American Law Institute formula requires 
psychiatric judgments as to substantial ca- 
pacity, demands essentially cognitive cri- 
teria concerning capacity to control, and in- 
sists upon including legal criteria in the old 
tradition by attempting to eliminate the psy- 
chopathic personality. 

Neither the Model Penal Code nor the 
Durham formula resolves the problems of 
psychiatry ; no legal formula can. Psychiatry 
is an incomplete scientific and medical spe- 
cialty. Indeed all medicine and science are 
developing and hence are incomplete. This 
is reason to encourage its contribution rather 
than to emphasize its limitations in the 
courts. 

For these reasons, we recommend the 
adoption of the historic practice of the New 
Hampshire Court as recently reformulated 
in the case of Monte Durham. 
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THE PROGNOSIS IN UNPSYCHOANALYSED 
RECOVERY FROM NEUROSIS 


JOSEPH WOLPE, M.D.' 


Psychoanalysts have contended that, in 
general, recovery from neurotic disturbance 
is not likely to be stable and enduring un- 
less the patient has undergone psychoana- 
lytic therapy. For example, Fenichel(5) 
asserts that “there is no doubt that psycho- 
analysis, as the only radical method is the 
best method available for the treatment of 
neuroses”; and since other methods leave 
the neurotic roots untouched, their effects 
are “unreliable.” In like vein, Hendrick( 10) 
attributes the results of other methods of 
therapy either to suggestion or to positive 
transference and regards them as sympto- 
matic and temporary, and when due to 
transference, “dependent upon maintenance 
of rapport with the therapist.” If, and only 
if, such statements can be substantiated can 
psychoanalytic therapy, with its great ex- 
penditure of time and money, be regarded 
as the treatment of choice for patients 
suffering from neurotic symptoms. 

Yet, apparently, these confident assertions 
have not been supported by anything other 
than anecdotal testimony. To establish the 
position, statistical evidence is essential. 
It is not sufficient that here and there a 
nonanalytically treated case relapses ; it is 
necessary to demonstrate that neurotic re- 
actions, overcome without the use of ana- 
lytic methods, will usually, or at least often, 
recur or be replaced by other neurotic re- 
actions. 

The psychiatric literature contains a good 
dea] of data relevant to this issue. Such 
data, without exception, contradict the be- 
lief that recrudescence is common when 
neurotic reactions have been overcome with- 
out psychoanalysis. In a follow-up study 
of apparently cured or much improved 
neurotic patients who had been treated at 
New York Hospital by methods that includ- 
ed some interpretative psychotherapy but 
not psychoanalysis, Hamilton and Wall(9) 
found that 51 of 53 male patients had 


1 From the Department of Neurology and Psy- 
chiatry, University of Virginia School of Medicine, 
Char ille, Va. 


maintained their improvement for 4 years 
or more ; and Hamilton, Varney and Wall 
(8) made the same observation regarding 
66 of 67 females followed up 5 to 15 years. 
In a survey of 500 miscellaneous cases from 
the Tavistock Clinic, Luff and Garrod(13) 
noted that discharged as “much improved” 
were 72 cases of anxiety state, 13 of hysteria, 
9 obsessionals, and 5 cases of reactive de- 
pression, after treatment that was usually 
“comparatively short,” consisting of re- 
education and explanation of symptoms. 
Three years later, the numbers “much im- 
proved” in each of these diagnostic groups 
had actually risen slightly. In line with these 
observations, I have reported(21) that re- 
lapse was noted after 2-7 years in only one 
of 45 neurotic patients who had been 
treated by methods based on learning prin- 
ciples. Similarly, Stevenson(17) found no 
evidence of relapse in any of 12 patients 
rigorously followed for periods ranging from 
1-5 years. Adding these figures together, 
we find 4 relapses out of a total of 249 pa- 
tients, or less than 2%.2 


PRACTICAL IMPLICATIONS 
Most patients come for treatment of 
neurotic illness because they desire to be 
relieved of the suffering and attendant dis- 
abilities. The therapist’s first task is to 
decide what form of treatment to advise. 
The belief is widespread that psychoanal- 
ysis is the only “causal” treatment and 
should therefore, as a general rule, be re- 
commended when available to patients who 
can afford it. Insofar as this belief depends 
upon the presumption that the results of 
nonanalytic treatment are impermanent or 
provisional, it is undermined by the evidence 
presented above, that heterogeneous meth- 
ods of psychotherapy achieve remissions of 
suffering whose reliability can scarcely be 
bettered; and it is not impossible that 


2It is consonant with this that Wallace and 

White( 18) have recently presented data confirming 

the casual observation that neurotic patients often 

oo lastingly without having had any formal 
Py. 
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measured by this yardstick psychoanalytic 
therapy might actually prove to be inferior ! 
It is relevant that Freud(6) describes two 
cases (and refers to “a large number of 
similar ones”) in which symptoms recurred 
several years after the end of successful 
analysis. (To say, as some analysts may, that 
the relapses show that these analyses were 
not really successful or were incomplete, 
merely begs the question. ) 

However, even though considerations of 
durability of effects do not establish a pref- 
erential position for analytic therapy, its 
prodigal expenditure of time and treasure 
might still be justified if the percentage of 
patients to obtain benefit were substan- 
tially greater than with other methods. But 
comparison(3) of various reported series 
of patients has not shown that psychoanaly- 
sis produces marked amelioration of neu- 
rotic reactions any more frequently than 
various traditional therapies do. Moreover, 
recently developed methods of therapy 
based on principles of learning(20, 21, 4) 
appear to be producing a very significantly 
higher proportion of recoveries than either 
psychoanalysis or the traditional therapies. 

In the light of these facts, what is to be 
said of the contention that nonanalytic 
therapies merely treat symptoms and “do 
not get to the root ?” This contention is true 
only if the psychoanalytic theory of neu- 
rosis holds good—an assumption which we 
shall dispute in the final section of this 
paper. It is, of course, possible “merely” to 
treat symptoms—for example, by giving the 
patient a sedative. But if the truth should 
be that neuroses are persistent unadaptive 
habits of reaction and that symptoms are 
simply the evoked reactions, then to re- 
move the habit will remove the symptom 
lastingly, by removing its basis. In short, 
anxiety that is a conditioned response can 
be permanently removed by decondition- 
ing ; which would not be expected of anx- 
iety that is part of a “defense mechanism.” 

It seems reasonable on the available evi- 
dence to conclude that for patients whose 
sole requirement of treatment is to be last- 
ingly freed of neurotic symptoms, there are 
no grounds for regarding psychoanalytic 
therapy as the treatment of choice : in fact, 
its inordinate length places it low in recom- 
mendability. 


Of course, analysts claim effects for their 
therapy that go beyond symptom removal. 
It is credited with a unique capacity to 
bring about changes characterized by such 
terms as “maturation” or “balanced inte- 
gration.” When these terms are adequately 
defined, it will become possible to examine 
whether or not psychoanalysis is a superior 
method of bringing about the changes 
specified. In any event, such changes should 
surely be sought after only in those who 
desire them: they should not be repre- 
sented as prerequisites to lasting recovery 
from neurotic symptoms. 


THEORETICAL IMPLICATIONS 


(a) Implications for Freudian theory. 
The erroneousness of the psychoanalytic 
prediction with regard to patients who re- 
cover without psychoanalysis has theoreti- 
cal implications that are at least as im- 
portant as the practical ones. Some of the 
most basic tenets of psychoanalytic theory 
are placed in grave doubt by the failure of 
this particular prediction. As will be seen, 
this applies as much to recent modifications 
of the theory as it does to Freud’s own 
formulations. 

In general terms, Freud’s theory of neu- 
rosis is that neurotic symptoms are outward 
manifestations of emotional forces that have 
been repressed, and constitute compromises 
between partial discharges of these forces 
and various “defensive forces” that resist 
discharge. In a summary of his position in 
1922, Freud wrote(6) : 


The neuroses are the expression of conflicts 
between the ego and such of the sexual im- 
pulses as seem to the ego incompatible with 
its integrity or with its ethical standards. Since 
these impulses are not ego-syntonic, the ego 
has repressed them . . . But the achievement 
of repression fails particularly easily in the case 
of the sexual instinct. Their dammed-up libido 
finds other ways out from the unconscious . . . 
What results is a symptom . . . Symptoms are 
in the nature of compromise-formations be- 
tween the repressed sexual instincts and the 
repressive ego instincts .. . 


The therapeutic results of psychoanalysis 
were to be achieved through making the 
repressed impulses conscious, overcoming 
the “resistances” that arose to thwart this. 
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Freud claimed to have shown that “.. . the 
essential part of the process of cure lay in 
the overcoming of these resistances and that 
unless this was achieved no permanent men- 
tal change could be brought about in the 
patient”(6). He maintained this position 
to the end of his life stating, for example, 
in 1937 : “The therapeutic effect of analysis 
depends on making conscious what is, in 
the widest sense, repressed within the id” 
(6). 

These statements of the essential tasks 
of analytic therapy are a direct and obvious 
corollary of Freud’s theory of neurosis ; and 
go hand in hand with the proposition that 
lasting recovery from neurotic disorders 
is not to be expected without the work of 
analysis having been effected. Now, it has 
turned out to the contrary, that remission 
of neurotic symptoms obtained without the 
use of analytic procedures is almost always 
lasting. In other words, what psychoanalytic 
theory holds to be necessary for enduring 
recovery is in fact not necessary. Does this 
imply that what the theory proposes as the 
basis of neurosis is in fact not the basis ? 

This conclusion would seem an exceed- 
ingly likely one in any instance in which 
the requirements for cure are dictated by 
a causal hypothesis. To take a case analo- 
gous to that at issue: suppose that many 
years ago, before the etiology of malaria 
was established, the hypothesis had been 
put forward that plasmodia play a neces- 
sary part in the cause and maintenance of 
the disease. It would have seemed to speak 
strongly against this hypothesis if (in con- 
trast to what was actually found) it had 
turned out that patients regularly became 
permanently free from symptoms while the 
live parasites continued to populate their 
blood cells. Nevertheless, the causal role 
of the parasites could not have been abso- 
lutely excluded on this finding alone. It 
might have been suggested that they were 
encapsulated, for example. 

In the field of neurosis theory, Freudians 
aware of the fact that symptoms may dis- 
appear without analysis have proposed that 
this may be the result of increasing or deep- 
ening repression. But it is consistent with 
their theory that they do not regard such dis- 
appearance as likely to endure. Fenichel(5) 
states that when therapy has produced re- 


pression of symptoms, “the pressure of the 
repressed will necessarily be increased and 
sooner or later new symptoms will be 
formed.” Since permanent repression is not 
seriously entertained by the theorists, inso- 
far as our evidence demonstrates failure 
of new symptoms “sooner or later” to ap- 
pear, is seems to render abandonment of 
the repression theory almost inescapable. 
If the alleged unresolved repressed perma- 
nently fails to produce symptoms, then 
either it has no real existence or it is irrele- 
vant to symptoms.’ 

There are factual as well as theoretical 
considerations that discourage the invoca- 
tion of permanent “repression” as a way 
out of the Freudian dilemma. The theory 
expects some disadvantage for the patient 
with intensified repression in comparison 
with patients in whom analysis has brought 
about a “real undoing of the pathogenic 
defenses”(5). However, studies that have 
broadly compared the results of psycho- 
analysis with those of other methods have 
not indicated any superiority in the quality 
of cures obtained by psychoanalysis(12, 
19). Two recent reports of the therapeutic 
experiences of individual psychoanalysts 
tend to confirm this finding. Stevenson( 17) 
noted that a group of his patients who were 
treated by direct instigation of changes in 
behavior did not seem in any respect worse 
off than others whom he treated by psycho- 
analysis. Ellis(3) presents data showing 
that his results improved increasingly the 
further he deviated from psychoanalytic 
methods. 

(b) Do variants of Freudian theory offer 
a way out P Modern deviations from Freud- 
ian theory (e.g., Horney(11) Fromm(7), 
and Alexander(1) ) are mainly in the direc- 
tion of giving greater importance to un- 
conscious conflicts related to the immediate 
situation of the patient. Horney(11) denies 
that there is an actual persistence of 


3 The whole of the foregoing discussion may 
make it appear that I accept the regular occur- 
rence of repression in neurosis but doubt its causal 
role in producing symptoms. The truth is that I 


believe that something resembling repression 
occurs only rarely. The general tenor of my ar- 
gument is: even if we assume that repression is 
a universal concomitant of neurosis, it fails to 
account for the facts concerning recovery from 
neurotic symptoms. 
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repressed infantile wishes and fears, and 
holds that what is preserved is a character 
trend based on the early experiences. She 
believes current conflicts are repressed to 
defend the patient from pain. But the basis 
of neurosis is still repression, and procedures 
that deal with “defenses” remain the essence 
of therapy for her. While Fromm(7) em- 
phasizes the influence of socio-economic 
factors on personality, his dynamics of 
individual neurosis remain basically Freud- 
ian. Alexander(1) gives importance to in- 
sights or semi-conscious consolidations of 
insight that follow on the interpretations 
made during therapeutic sessions. 

These examples reflect deviations in mat- 
ters of detail, not principle. The road to 
recovery is always by way of dealing with 
the defenses that keep the repressed un- 
conscious. Ruth Munroe(15) states the 
following to be common to the therapeutic 
approaches of Adler, Horney, Fromm and 
Sullivan : 


The crux of the therapeutic process for these 
schools as well as for the “Freudians,” may be 
stated as the development of insight. This does 
not mean, of course, mere intellectual apprecia- 
tion of the complex of conscious and uncon- 
scious patterns operating on one’s personality ; 
it means the actual experiencing of aspects of 
one’s personality which have been made defen- 
sively unconscious. 


These modifications of Freudian theory 
thus do not render it any less vulnerable 
to our observations than the original theory. 
It seems just to say that if freedom from 
symptoms is almost invariably lasting when 
procured without the use of analytic meth- 
ods, painful unconscious conflicts are al- 
most certainly not the fountainhead of neu- 
rotic symptoms. This is no startling conclu- 
sion when the weaknesses of psychoanalytic 
theory construction are realized(22). 

(c) Implications for a theory of neurosis 
as a phenomenon of learning. In recent 
years, a theory has been proposed according 
to which neuroses are persistent unadaptive 
learned (conditioned) reactions acquired 
in anxiety-generating situations(4, 20, 21). 
Experimental neuroses corresponding to 
this definition have been produced in ani- 
mals by subjecting them, while in confined 
space either to ambivalent stimulus situa- 


tions (e.g., Pavlov, 16) or to noxious stim- 
ulation(14, 21). Enduring habits of dis- 
turbed reaction to definable stimulus situa- 
tions are produced. These habits can be 
systematically eliminated if conditions are 
so arranged that the neurotic response can 
be inhibited on repeated occasions by the 
simultaneous elicitation of an incompatible 
response that is “stronger” than the neurotic 
response. 

The regularity with which the neurotic 
responses can be eliminated in this way 
led to the formulaton of the general hypoth- 
esis that if a response inhibitory to anxiety 
can be made to occur in the presence of 
anxiety-evoking stimuli so that it is accom- 
panied by a complete or partial suppression 
of the anxiety response, the anxiety response 
habit wiil be weakened. This hypothesis 
has been tested in relation to human neu- 
rotic habits of response, counterposing to 
anxiety in suitable contexts a variety of 
responses (e.g., deep muscle relaxation), 
that are physiologically antagonistic to 
anxiety. It has been found that, as in the 
animal experiments, progressive decrements 
occur in the strength of anxiety responses 
to relevant stimuli. In terms of outcome, 
in 3 successive series of neurotic patients, 
comprising a total of 210, the percentage 
either apparently cured or much improved 
has consistently been about 90( 21). 

These therapeutic observations support 
the view that neurotic behavior is a partic- 
ular case of learned emotional behavior 
with special features(20, 21) and remov- 
able by unlearning. Such unlearning occurs 
whenever neurotic responses are inhibited 
by incompatible responses ; and this may 
happen whether by design or not in any 
kind of therapeutic interview situation and 
also in the life situation. It is apparently 
because interviews of all kinds generate 
emotional responses inhibiting anxiety 
evoked by verbal stimuli that similar per- 
centages of favorable results are obtained 
by a large variety of therapies other than 
therapy based on principles of conditioning 
(21). 

Our theory postulates, in accordance with 
experimentally established knowledge about 
learning, that once a neurotic habit of re- 
sponse to specified stimulus conditions has 
been eliminated, such elimination is perma- 
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nent unless the habit is reinstated by specific 
new conditioning (learning). The facts re- 
vealed in the follow-up studies reviewed 
in this paper favor this postulate. 


SUMMARY 

A survey of follow-up studies comprising 
249 patients whose neurotic symptoms have 
either ceased or improved markedly after 
psychotherapy of various kinds other than 
psychoanalysis shows only 4 relapses (1.6%). 
This evidence contradicts the psycho- 
analytic expectation of inferior durability 
of recoveries obtained without psychoanal- 
ysis and does away with the chief reason 
for regarding analysis as the treatment of 
choice for neurotic suffering. The facts pre- 
sented have gravely damaging implications 
for the whole psychoanalytic theory of neu- 
rosis, but accord with a theory based on 
principles of learning. 


BIBLIOGRAPHY 


1. Alexander, F. : Fundamentals of Psycho- 
analysis. New York : W. W. Norton, 1948. 

2. Ellis, A.: J. Clin. Psychol., 13: 344, 
1957. 

3. Eysenck, H. J. : J. Consult. Psychol., 16 : 
319, 1952. 

4. Eysenck, H. J. (Ed.) : Behavior Therapy 
and the Neuroses. New York : Pergamon Press, 
1960. 

5. Fenichel, O. : The Psychoanalytic Theory 
of Neurosis. New York : W. W. Norton, 1945. 

6. Freud, S.: Collected Papers. Vol. 5. 
London: Hogarth, 1953. 


7. Fromm, E.: Man for Himself. New 
York : Rinehart, 1947. 

8. Hamilton, D. M., Varney, H. L, and 
Wall, J. H.: Am. J. Psychiat., 99 : 243, 1942. 

9. Hamilton, D. M., and Wall, J. H.: Am. 
J. Psychiat., 98: 551, 1941. 

10. Hendrick, I.: Facts and Theories of 
Psychoanalysis. New York: A. Knopf, 1958. 

11. Horney, K.: Our Inner Conflicts. New 
York : W. W. Norton, 1945. 

12. Landis, C.: Concepts and Problems of 
Psychotherapy. Ed., L. Hinsie. New York : 
Columbia University Press, 1937. 

13. Luff, M. C., and Garrod, M. : Brit. Med. 
J., 2: 54, 1935. 

14. Masserman, J. H.: Behavior and Neu- 
rosis. Chicago: University of Chicago Press, 
1943. 

15. Munroe, R.: Schools of Psychoanalytic 
Thought. New York : Henry Holt & Co., 1955. 

16. Pavlov, I. P.: Conditioned Reflexes. 
Transl. G. V. Anrep. London : Oxford Univer- 
sity Press, 1927. 

17. Stevenson, I. : Arch. Gen. Psychiat., 1 : 
99, 1959. 

18. Wallace, H. E. R., and White, M. B. 
H. : Brit. Med. J., 1: 44, 1959. 

19. Wilder, J.: J. Clin. Psychopath., 7: 
311, 1945. 

20. Wolpe, J.: Arch. Neurol. & Psychiat., 
72: 205, 1954. 

21. Wolpe, J.: Psychotherapy by Recipro- 
cal Inhibition. Stanford : Stanford University 
Press, 1958. 

22. Wolpe, J., and Rachman, S.: J. Nerv. 
Ment. Dis., 131: 135, 1960. 


lf 


DIFFERENTIAL ASSESSMENT OF POSTHOSPITAL 
PSYCHOLOGICAL FUNCTIONING : 
EVALUATIONS BY PSYCHIATRISTS AND RELATIVES * 


BENJAMIN PASAMANICK, M.D., anp LEONARD RISTINE, M.D.’ 


A previous paper dealing with psychiatric 
orientation and its relation to diagnosis and 
treatment in a mental hospital indicated 
that (a) great inter-ward variablility existed 
in the diagnoses made of patients even 
though patients were assigned to the dif- 
ferent wards almost solely on the basis of 
available bed space, (b) diagnoses of pa- 
tients on the same ward varied considerably 
with changes in administrators on the ward, 
(c) psychiatric orientation rather than pa- 
tient behavior accounted for much of the 
variability in diagnoses, and (d) the dif- 
ferences in diagnosis were reflected in the 
care and treatment provided patients(1). 

This paper is concerned with the same 
problem of variability of diagnosis and 
its significance but from another point of 
view, and in circumstances in which psy- 
chiatric orientations are similar or minimally 
divergent. 

In this study 287 female patients con- 
secutively released from a mental hospital 
have been studied 6 months after hospital 
discharge. Patients and their significant 
others were interviewed in an attempt to 
determine factors associated with success or 
failure in outcome and with the level and 
adequacy of patient performance. Apart 
from rehospitalization, the 3 principal meas- 
ures of case outcome have been psycholog- 
ical functioning, domestic role performance 
and the extent and types of social participa- 
tion of former patients. Social factors 
thought to be importantly related to case 
outcome and deserving of empirical testing 
have been such variables as the family situ- 
ation of the former patient, living arrange- 
ments, social class, degree of deviant be- 
havior by significant others, the expectations 
of significant others and the like(2). 

1 This study was supported in part by Grant 
M-2953 from the National Institute of Mental 
Health, United States Public Health Service. 

2 Respectively, Prof. of Psychiatry and Director 
of Research, and Associate Professor of Psychiatry, 
Columbus Psych. Inst. and Hosp., Col. of Med., 
Ohio State University. 
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In order to have an evaluation of the level 
or adequacy of posthospital patient func- 
tioning, independent of that derived from 
the significant other, a random sample of 
former patients was asked to cooperate by 
presenting themselves for a psychiatric in- 
terview. Two hospital psychiatrists were in- 
volved in these evaluations, and former pa- 
tients were assigned to one or the other 
purely by chance. Neither psychiatrist was 
aware of the patient’s previous history ex- 
cept as he may have deemed it advisable to 
ascertain this during the course of the in- 
terview. 

The results of these evaluations will be 
presented in this paper. First, the 2 psychia- 
trists will be compared with each other in 
terms of (a) their Lorr Psychiatric Scale 
ratings for the patients they interviewed, 
(b) their specifications of the degree of 
impairment of the patients they saw, and 
(c) their diagnoses of these patients. The 
latter will be compared with the diagnoses 
given the patients at discharge. Second, the 
ratings and evaluations regarding the ade- 
quacy of functioning of each patient given 
by each of the psychiatrists will be com- 
pared with similar ratings given the pa- 
tient by her significant other. In other 
words, the perceptions and insights of the 
psychiatrists will be contrasted with those 
provided by husbands or other significant 
others. This will also serve to retest our 
previous finding that the psychiatrist gener- 
ally specifies a greater degree of impair- 
ment for the patient than does her signifi- 
cant other(3). 


METHOD 


In an 8-month period, December, 1958, 
through July, 1959, the Columbus Psychia- 
tric Institute and Hospital, a short-term, 
intensive therapy institution, discharged 376 
female patients. Of these, 89 were either 
returned to communities outside the 13 
county areas served by the hospital or were 
reinstitutionalized within 15 days after dis- 
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charge. This left 287 cases who were fol- 
lowed in the community. Of the 287 former 
patients, 41 or 14% were reinstitutionalized 
within 6 months after hospital release. The 
remaining 246 cases represent the pool from 
which 119 were requested, on a random 
basis, to return for a psychiatric assessment. 
Despite a great deal of encouragement, only 
65 of the 119 or 54.6%, cooperated in the 
psychiatric re-evaluation program. 

The 65 re-evaluation patients were found 
to be similar to the 54 refusal cases in al- 
most every respect in which available data 
permitted comparison. These included 16 
hospital variables, e.g., diagnosis, previous 
admissions, an impairment rating at admis- 
sion and one at discharge, hospital treat- 
ment and outpatient treatment. The 2 
groups were also similar in their social back- 
ground characteristics including age, social 
class standing, education, religion and size 
of community in which they resided. They 
differed only in their marital status. The re- 
evaluation cases included a significantly 
greater percentage of married women (70%) 
than did the refusal cases (41%). In addi- 
tion, on none of the variables—pre- and post- 
hospital and social background—did the re- 
evaluation subjects differ from the 127 cases 
who were not selected to participate in the 
psychiatric assessments. This would lead to 
the conclusion that no appreciable selec- 
tivity characterized the psychiatric assess- 
ment cases or differentiated them from the 
refusals or those not involved in this aspect 
of the outcome study. 

Minimal differences existed in the orienta- 
tions towards diagnosis and treatment of 
mental patients and towards the etiology of 
mental disorders in the 2 hospital psychia- 
trists who participated in the psychiatric 
assessments. One of the psychiatrists saw 
39 former patients, the other 25 former pa- 
tients. This difference was due wholly to 
scheduling and time factors since patients 
were assigned randomly to them. 

Each of the physicians interviewed the 
patients without prior access to case ma- 
terials. At the conclusion of the interview, 
which usually exceeded 1 hour in duration, 
a Lorr Psychiatric Rating Scale form, Part 
I, was filled out by the examining physician. 
In addition, the psychiatrist also rated the 
degree of psychiatric impairment character- 


izing the patient as he perceived it at the 
time. The degree of impairment ranged 
from 0-100. Finally, the physician specified 
the diagnosis to be given the patient. Diag- 
noses ranged from no mental illness present 
through the usual psychiatric categories. 

The major instrument, the Lorr Psychia- 
tric Rating Scale, Part I, contains 42 items 
pertaining to behavioral and psychological 
functioning. Each item presents the possi- 
bility of rating the degree of variation from 
a “norm” population. The total norm score is 
48.5. 

We departed very slightly from the pro- 
cedure specified in the manual of instruc- 
tions. Two items, 14 and 26, which deal 
with physical disability were excluded. Our 
total score, based on discrepancies from the 
item norms, became 40 for no visible im- 
pairment to 151 for complete and total dis- 
ability. Also omitted from analysis were the 
factor scores since these served no useful 
purpose in this particular study. 

In addition to the ratings derived from 
the psychiatric interviews, relatives (usually 
husbands) had previously evaluated the 
psychological functioning of the patients. 
Each significant other had rated the patient 
on 32 items of psychological! functioning, of 
which 17 paralleled those in the Lorr Scale. 
Hence, it is possible to relate skilled psychi- 
atric judgments on these items to those of 
the less skilled but more familiar ones of the 
significant others. 


FINDINGS 

Inter-Psychiatrist Ratings: Although the 
patients seen by the 2 psychiatrists did not 
appear to differ from each other either ii. 
terms of objective criteria or in the per- 
ceptions of their significant others, they 
were evaluated differently by these psychi- 
atrists. One (A) rated his 25 patients as 
being more ill than did the other (B) who 
evaluated 39 patients. The patients of the 
former received an average Lorr Scale score 
of 57.1 while the latter averaged 49.1, a dif- 
ference which is statistically significant. Of 
the 40 individual items, psychiatrist A in- 
dicated that his patients departed more from 
the norm on 26 items, less on only 12 items 
and not at all on 2 items, compared with 
the patients of the other psychiatrist. On 
12 of the 40 symptom items, the patients of 
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TABLE 1 
Percentage of Patients Rated by Two Psychiatrists as 
Exhibiting Each of Forty Symptoms 


Non-relevant 
responses 36 21 
Stereotyped 
posture 
Inconsistent 
feelings 
Time disorientation 
Tense and nervous 
Feels guilty 
Speed of reaction 
Talkativeness 
Manneristic move- 
ments 
Behavior controlled 
by others 
Logically incon- 
sistent speech 
Hostility 
Morbid fear 
Person dis- 
orientation 
Disturbed by hos- 
tile impulses 
Anxious and 
apprehensive 
Obsessive thoughts 
Use of somatic 
complaints 
Intensity of 
speech 


Preoccupation 
with health 
Hallucinates voices 
Mumbles to self 
Mood swings 
Irrational impulses 
Unrealistic self 
estimation 
Hallucinates persons 
Frequent hallucina- 
tions 
Word fixations 
Speech impediment 
Exaggerated opinion 
of self 
Inappropriate per- 
sonal restraint 
Place disorientation 
People against her 
Extreme emotional 
tone 
Suicidal thoughts 
Extreme emotional 
response 
People talk 
about her 
Implausible ideas 
Perplexed by 
problems 23 
Fear of future 23 


psychiatrist A were rated significantly more 
deviant than those of the other psychiatrist. 
As indicated in Table 1, twice as many of 
the patients rated by physician A were tense 
and nervous, deviated from the norm on 
hostility, showed pronounced mood swings, 
and indicated an unrealistic self estimation. 
Compared with B, psychiatrist A found 3 
times as many of his patients made use of 
somatic complaints to get attention or con- 
trol others, were preoccupied with their 
health, were too loud or inaudible in their 
speech, and feared the future. Other symp- 
tom differences were of the same or greater 
magnitude. 

This analysis would seem to indicate that 
the 2 raters were emphasizing different as- 
pects of behavior or symptoms and that one 
was systematically specifying greater im- 
pairment than the other and perhaps a less 


optimistic prognosis. Such, however, was 
not the case. When asked to rate the psy- 
chiatric disability of their patients on a 
scale ranging from 0-100, it was psychiatrist 
B, and not A, who specified the greater im- 
pairment. Thus, physician A indicated an 
average disability rating of 25% while the 
average impairment rating given the pa- 
tients by physician B was 29%. This reversal, 
though not statistically significant, would 
indicate that clinical judgment involves 
more than simply rating symptoms. It in- 
volves a weighting and an order which is 
superimposed on what is actually seen. Con- 
sequently the difficulty is obtaining relia- 
bility among qualified raters. 

During the course of their hospital stay, 
64% of the 25 patients of psychiatrist A and 
54% of the patients of psychiatrist B had 
been diagnosed as psychotic. Schizophrenics 
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accounted for 28 and 33% of their respective 
patients. Six months after discharge, phy- 
sician A found no visible signs of mental 
illness present in 20% of the cases and phy- 
sician B in 18% of his patients. The percent- 
age of psychotics in the 2 populations were 
44 and 43% respectively and 16 and 23% of 
the 2 populations were classified as schizo- 
phrenics. No pronounced shifts occurred in 
the diagnoses given the patients 6 months 
later except for the nearly one-fifth in each 
group now designated as not being mentally 
ill. Further, there is nothing in this area of 
diagnosis sufficient to account for the dis- 
crepancies of the two physicians on the Lorr 
Scale ratings of the patients. If anything, 
the patients of psychiatrist B should have 
been somewhat higher in disability score 
since the percentage of schizophrenics 
among his patients was slightly greater. 

Psychiatrist-Significant Other Ratings : 
Prior to their psychiatric re-evaluations, 
each of the patients had been rated by their 
significant other (usually the husband) on 
a 32 item scale of psychological functioning. 
Most of these 32 symptoms or behavior 
items were derived from the Lorr Scale, 
Parts I and II, although their wording was 
changed so as to be more comprehensible to 
laymen without specialized knowledge. 
Seventeen of these symptom items are di- 
rectly comparable in the ratings of signifi- 
cant others and of the 2 psychiatrists. 

The findings indicate (a) that the signifi- 
cant others of the patients later evaluated 
by either psychiatrists A or B, did not differ 
in their appraisals of these patients, (b) 
that when they differed significantly from 
the significant others, psychiatrist A tended 
to rate his patients as more deviant from the 
norm than did their relatives, and (c) that 
in the case of psychiatrist B, the opposite 
prevailed. The relatives of his patients speci- 
fied more frequent impairment on the symp- 
tom items on which they differed greatly. 

A. Significant Other Comparison : Table 
2 indicates that the significant others of the 
patients of psychiatrist A perceived their 
relatives as functioning at about the same 
level of impairment as did the significant 
others of the patients of psychiatrist B. Ac- 
cording to their relatives, more of the pa- 
tients of psychiatrist A were malfunctioning 
on 9 items, fewer on 7 items, and no dif- 


ference could be found on 2 items. The 
pattern of impairment seemed wholly com- 
parable for the 2 groups. 


TABLE 2 


Significant Others’ Ratings of Patients Seen by Two 
Psychiatrists, in Percentage of Patients Manifesting 
Symptom 


SIGNIFICANT SIGNIFICANT 
OTHERS OF OTHERS OF 
PATIENTS RATED PATIENTS RATED 
BY A BY B 


Non-relevant 
responses 20 15 
Stereotyped 
posture 8 
Person, place, 
time dis- 
orientation 
Tense and 
nervous 
Feels guilty 
Behavior con- 
trolled by 
others 
Disturbed by 
hostile im- 
pulses 
Use of somatic 
complaints 
Preoccupied with 
health 
Hallucinates 
voices 
Mumbles to self 
Hallucinates 
persons 
Extreme emo- 
tional tone 
Suicidal 
thoughts 
People talk 
about her 
Fears future 
Worries about 
bodily organs 23 


B. Psychiatrist A and Significant Others : 
Since the 2 psychiatrists were found to 
differ in their evaluations of patient func- 
tioning, it was necessary to compare each 
individually with the significant others of 
the patients he interviewed. 

Table 3 presents a comparison on the 
same 17 symptom items for psychiatrist A 
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TABLE 3 
A Comparison of the Percentage of 26 Patients Seen by 
Psychiatrist A and Rated by Significant Other as 
Exhibiting Each Symptom 


SIGNIFICANT PSYCHIATRIST 
OTHER 


Non-relevant 
responses 36 20 
Stereotyped posture 8 20 
Person, Place, Time 
disorientation 
Tense and nervous 
Feels guilty 
Behavior controlled 
by others 
Disturbed by 
hostile impulses 
Use of somatic 
complaints 
Preoccupied with 
health 
Hallucinates voices 
Mumbles to self 
Hallucinates persons 
Extreme emotional 
tone 
Suicidal thoughts 
People talk 
about her 
Fears future 
Worries about 
bodily organs 


and the significant others of his patients. 
There are only 4 symptom areas in which 
disagreement occurs which could not be 
attributed to chance. In each instance the 
qualified rater specifies the greater disabil- 
ity. Three of the items deal with the pa- 
tients’ somatic complaints and the fourth 
with apprehension about the future. It can 
only be surmised in interpreting these rat- 
ings, that the psychiatrist was greatly con- 
cerned with the somatic condition of the 
patient in relation to other facets of post- 
hospital functioning. It may also be that 
significant others do not consider somatic 
ailments to be important in mental illness. 
On the major symptoms associated with 
mental illness, only minor and random dis- 
crepancies existed between psychiatrist and 
significant other. Finally, the correlation be- 
tween psychiatrist A and significant others, 
using the entire 40 item Lorr Scale score and 


the 32 item psychological functioning index 
was +.7l—a very high and significant cor- 
relation which, as already indicated, would 
have been even higher except for differences 
in the somatic conditions section of the in- 
dices. 

C. Psychiatrist B and Significant Others : 
While one pattern of differences emerged 
in the ratings of psychiatrist A as opposed 
to the significant others of his patients, an- 
other type of pattern was found to char- 
acterize the ratings of psychiatrist B and 
patients’ significant others. First, psychiatrist 
B tended to perceive less malfunctioning in 
these symptom areas than did the significant 
others. This finding is presented in Table 4. 


TABLE 4 
A Comparison of the Percentage of 39 Patients Seen by 
Psychiatrist B and Rated by the Significant Other as 
Exhibiting Each Symptom 


PSYCHIATRIST SIGNIFICANT 
B OTHER 


Non-relevant 
responses 
Stereotyped posture 
Person, Place, Time 
disorientation 
Tense and nervous 
Feels guilty 
Behavior controlled 
by others 
Disturbed by 
hostile impulses 
Use of somatic 
complaints 
Preoccupied with 
health 
Hallucinates voices 
Mumbles to self 
Hallucinates persons 
Extreme emotional 
tone 
Suicidal thoughts 
People talk 
about her 
Fears future 
Worries about 
bodily organs 


Second, when significant differences in the 
2 sets of ratings were found, the psychiatrist 
with one expection stipulated less impair- 
ment than the significant others. The one 
exception occurred with regard to self-des- 
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tructive impulses on the part of the patients. 
Third, no single area of behavior or symp- 
toms served as the focus of differences 
between skilled observer and significant 
others as did somatic complaints in the case 
of psychiatrist A. Fourth, the correlation 
between the ratings of psychiatrist B and 
the significant others was lower, +.50, than 
the correlation for the other rater and his 
significant other comparisons. This lower 
correlation again attests to the greater ran- 
domness of differences throughout the rat- 
ings. In sum, then, psychiatrist A over-rated 
impairment in one area and psychiatrist B 
under-rated it in most areas when the sig- 
nificant others are used as the reference 


group. 
Discussion 


In interpreting these results two general 
conclusions seem important. The first con- 
cerns the importance of relatives of patients 
as raters of the illness and functioning of 
their significant others. The second reveals 
that when psychiatric orientation differences 
between qualified and experienced psychi- 
atrists are minimized, they tend to agree on 
the general level of disability of their cases 
and on the diagnoses which they make. Dif- 
ferences, however, continue to occur on the 
specifics of functioning and the importance 
and weight of these for the clinical picture 
of the patient. It is unlikely, as a conse- 
quence, that any instrument which attempts 
to reduce clinical judgment to a series of 
symptoms or behaviors will be very reliable 
unless practitioners are first schooled in its 
usage. Under such conditions variable biases 
will be replaced by systematic bias leaving 
us still very short of the desired goal of valid 
judgments and measures of psychiatric im- 
pairment and illness. 

Three points should be stressed in inter- 
preting the ratings made of patients by their 
relatives. 1. Significant other judgments seem 
to be most reliable when they concern the 
actual day-to-day functioning of the pa- 
tients. Relatives seem competent to judge 
overt and meaningful deviations in func- 
tioning. Continuing contact with the patient 
gives the relative some perspective over 
time as well. However, relatives and for that 
matter trained and experienced practitioners 


tend to run into difficulty and confusion in 
rating or judging such subjective, ill-defined 
and abstract concepts as hostility, guilt, in- 
security and the like. The dilemma then in- 
volves either eliminating such difficult to 
qualify but important concepts from rating 
scales, or retaining them and introducing 
inevitable perceptual and conceptual biases. 
2. Elsewhere we have shown that relatives 
of former mental hospital patients, and rela- 
tives of never hospitalized women who 
served as controls for the patients clearly 
were able to distinguish the functioning of 
the 2 groups. On 20 of 32 symptoms, the 
controls were rated by their relatives as 
superior functioners. Thus, using overt be- 
havior or symptoms it is possible to validate 
the ratings of relatives. This surely has im- 
portant implications for epidemiologic stud- 
ies of mental disorder in the general popula- 
tion or in various sub-cultural groups. 

3. In the division of labor in the mental 
health area, it is frequently the lot of the 
social worker to obtain case histories from 
relatives. The physician or therapist is often, 
therefore, denied the salutory effort of tem- 
pering or modifying or affirming his own 
judgments by getting these materials either 
already interpreted for him or possibly not 
getting them at all except for some social 
background data. If, as we have tried to 
indicate, the relatives and significant others 
are capable of making critical judgments of 
patient functioning, then these ought to be- 
come available, undiluted and uninterpreted 
by others, to the clinician. These observa- 
tions seem to point up the necessity for 
thorough training of psychiatric residents 
in the securing of reliable anamneses from 
the relatives by patients. This appears to 
be badly neglected in present day psychia- 
tric training. 

As suggested elsewhere, the two psychia- 
trists in this study were selected because 
they were only minimally discrepant in their 
orientation. Despite this, differences in their 
evaluations did occur. Neither their differ- 
ences in age nor experience, both of which 
were substantial, could account for the fact 
that one tended to see greater symptom im- 
pairment in his patients while the other 
tended systematically to underrate such 
disabilities. Perhaps the difference can be 
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accounted for by the general pessimism of 
the more experienced clinician as to case 
outcome and the apparent optimism of the 
younger clinician in this respect. Whatever 
the explanation, it remains a fact that the 
perceptions of relatives coincided to a great- 
er extent than the evaluations of our skilled 
practitioners. Finally, the extent to which 
differences between psychiatrists A and B 
could have been removed had they inter- 
viewed relatives as well as patients is a 
moot point which remains to be tested em- 
pirically. 
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RELAXANT ANAESTHESIA FOR ELECTROPLEXY ' 


S. V. MARSHALL, M.B., Cu.M.2 


Modified electroplexy was used for the 
first time in Australia on December 1, 1945 
(27). Since then relaxant anaesthetics have 
been used in this series for 16,275 treat- 
ments in 2,100 cases. All these anaesthetics 
were given by trained anaesthetists, 13,961 
by myself and 2,314 by associates.’ The 
series comprised 639 males and 1,461 fe- 
males ; age-range 13 to 89, average 50 years. 
Practically all these patients were of private 
or intermediate status. 


DEVELOPMENT 


Case 1.—Stout female, 56 ; involutional mel- 
ancholia for 18 months. Early in illness frac- 
tured neck of L. femur; pin-fixation per- 
formed. Hence electro-convulsive therapy 
withheld, but finally decision made to try it 
with curare(7, 8). 

In 5 weeks 11 treatments given ; no aggra- 
vation of injury. Each fit well modified by 
Intocostrin equivalent to 20-25 mgm. of 
d-tubocurarine. No preliminary anaesthetic 
used, and despite pause of 3-5 minutes be- 
tween injection and stimulus, little anxiety 
seen until the last few treatments. Excellent 
mental recovery ensued. 


At this time curare, although available 
in purified form (Intocostrin), was still 
regarded with suspicion, and had been 
employed by us in surgery for only a few 
months(9). Nevertheless, it was felt that 
in the new application efficient pulmonary 
ventilation with oxygen would provide the 
essential safeguard. This view has been 
amply comfirmed by subsequent experience. 

Unexpectedly, in this case and several 
others given Tubarine, the recovery of 
breathing was little delayed, perhaps be- 
cause of excess acetylcholine produced at 


1 Read at the 2nd World Congress of Anaes- 
thesiologists, Sept. 8, 1960, Toronto, Canada. 

2 Harley, 143 Macquarie St., Sydney, N.S.W., 
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3It is desired to thank Dr. Cedric Swanton, 
Dr. Stephen Benedek, Dr. Roger Kiely, and Pro- 
fessor W. S. Dawson for giving me access to most 
of the patients dealt with in this paper. The in- 
valuable help of the nursing staffs of the hospi- 
tals concerned is also acknowledged, as is that 
of my stenographer, Mrs. M. Mitchell. 


the neuro-muscular junctions by the intense 
motor discharge. This was fortunate because 
the value of neostigmine was then not suf- 
ficiently appreciated by us. 

Decamethonium (Eulissin; Syncurine ) 
and gallamine (Flaxedil) were next given 
a trial. Full dosages, 5 and 80 mgm. respec- 
tively, were found necessary, and the per- 
sistence of apnoea for anything up to 10 
minutes or more afterwards not only de- 
manded efficient and sustained artificial res- 
piration but also made the procedures un- 
duly time-consuming. However, psychiatric 
misgivings about the safety of these meth- 
ods so restricted their use that in 6% years 
only 11 cases (65 treatments) had been 
dealt with. 

The introduction of succinylcholine (sux- 
amethonium) chloride (Scoline, Anectine ) 
now revolutionized the situation. Following 
the first British report(31) it soon came 
to Australia(1) and its value in ECT was 
rapidly confirmed there(29, 32). My own 
recourse to the new drug so increased that, 
during the years 1957 and 1958, 816 cases 
(6,184 treatments) were handled. Numbers 
have declined somewhat since then, prob- 
ably because of improved tranquillising or 
anti-depressive drugs. 

Periodically suxethonium bromide (Bre- 
vedil E) was tried in this series (35 cases), 
but its one advantage of slightly briefer ac- 
tion was offset in terms of cost, convenience, 
constancy, relative potency and stability in 
solution. Far more than with suxametho- 
nium chloride its solutions require cold 
storage to preserve their potency, which 
otherwise deteriorates rapidly. Thus in- 
creased volumetric dosages will more fre- 
quently become necessary with suxethonium 
solutions that are kept for even short 
periods, while consequent variations in resid- 
ual potency create doubts about the likely 
response, which might be unexpectedly vio- 
lent. 

Suxamethonium bromide (Brevedil M) 
was also found to have similar disadvan- 
tages. As with suxethonium its relatively 
low content (64%) of active cation compares 
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unfavorably with that of 80% for the chlo- 
ride(11). This latter figure facilitates the 
calculation of accurate dosages when nec- 
essary. Hence in this series the preference 
for suxamethonium chloride has been 
maintained. 


SCOPE 


Increasing familiarity showed that, in 
competent hands, modified electroplexy 
could be made safe for virtually all patients 
needing it. Training and experience in 
modern anaesthetic technique was an in- 
valuable aid in this regard. The essential 
requisite for safety was skilful and efficient 
pulmonary ventilation with oxygen during 
every treatment. 

e following brief reports are illuminat- 
ing : 


Case 20.—Emaciated female, 50; severe 
melancholia. Extreme osteoporosis absolutely 
precluded unmodified ECT. Recovery after 12 
treatments modified variously with Brevedil 
M, Scoline, and Brevedil E. 

Case 219.—Big-framed florid woman, 65 ; 
post-reserpine depression. Gross hypertension, 
300/200. Retinal changes present. Good result 
from 10 treatments, oxygen inflation with 
each. Further treatments 8 months later with 
good effect. 

Case 1133.—Frail old woman, 70 ; senile de- 
pression. Coronary sclerosis, hypertension and 
congestive cardiac failure; on digitalis and 
Diamox. Mental improvement with 17 treat- 
ments, modified with Scoline, over 5 months. 
Alarming bradycardia, extrasystoles and hypo- 
tension at first treatment, corrected by 0, in- 
flation and IV atropine. Similarly protected in 
subsequent treatments, plus dilution and slow 
injection of all solutions. 

Case 1321.—Cyanotic female, 60 ; gross hys- 
terical “asthma,” 3 years. On enormous doses 
of adrenaline. In hospital 12 times with “status 
asthmaticus.” Appearance really shocking. 
Recovery after 7 treatments modified with 
Scoline. Relapse 4 months later, 7 further 
modified treatments only temporarily effec- 
tive. Now in institution; probably denied 
further treatment because of terrifying “symp- 
toms.” 

Case 1357.—Debilitated male, 68; involu- 
tional melancholia ; myocardial degeneration, 
with 2:1 heart-block ; cardiac failure immi- 
nent ; on digitalis. Excellent mental recovery 
after 11 treatments modified with Scoline ; 
improvement maintained. 


Without prompt and sustained IPPR* 
with oxygen in these patients, their pros- 
pects of survival would have been very un- 
certain. A similar consideration applies to 
several cases of prolonged apnoea, quoted 
later. ‘Treatment was denied in only two 
cases, one of advanced congestive cardiac 
failure, and another, restored with oxygen 
and saline venoclysis from collapse follow- 
ing thiopentone, found to have a perforated 
duodenal ulcer. 


TECHNIQUE 


From an early stage in this series a 
“sleep-dose” of thiopentone has been given 
to all patients treated. The 24% solution was 
always used, especially to minimize irrita- 
tion from wrong placement (perivenous or 
intra-arterial injection). A good sign of cor- 
rect location is that the patient becomes 
aware of a sulphurous smell or taste within 
3 or 4 seconds of starting the injection, per- 
haps because of some breakdown of the 
barbiturate in the lungs. Salivary excretion 
could not occur in this short time.® 

A pause of about 5 seconds was then 
observed before giving the relaxant, so that 
painful muscular twitchings and feelings of 
suffocation would not be appreciated by 
the patient. All relaxant solutions, too, were 
well diluted with sterile water for the 
following reasons : 

a. Any minor leakage or loss of a con- 
centrated solution will reduce significantly 
the quantity of active substance given, 
whereas with free dilution small losses be- 
come immaterial. 

b. Increasing the volume of the injection 
will lessen the possibility of its sequestra- 
tion in dilated or obstructed veins. 

c. The larger volume necessitates a slow- 
er rate of injection, thus ensuring better 
dilution in the blood-stream and reducing 
the possibility of muscarinic (vagal) effects 
on the heart( 23). 

On completing the injections, rhythmic 
inflation of the lungs with oxygen was prac- 
tised, to prevent hypoxia during the 50-70 
seconds required for maximal effectiveness 
of the relaxant. Few reports have stressed 
the importance of this pause, which influ- 

4 Intermittent positive pressure respiration. 

5 “T feel it in my throat.” “It’s going up through 
my nose.” “What a horrible taste.” “It stinks.” 
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ences dosage significantly (vide infra). 
The stimulus was then applied, and when 
muscular spasms had ceased oxygen-infla- 
tion was resumed and continued until 
spontaneous breathing recommenced. 

Throughout the whole procedure firm 
chin-support was consistently applied, not 
only to ensure a clear airway and to safe- 
guard the tongue, lips, and teeth, but also 
to keep the epiglottis away from the poste- 
rior pharyngeal wall and so to prevent 
reflex spasm or vomiting. This is most im- 
portant, in case food or drink has been 
surreptitiously taken—indeed, it is a useful 
safeguard when the stomach is known to 
contain food. For similar reasons artificial 
airways and mouth-gags were generally 
avoided, and sound (acrylic) artificial den- 
tures left in situ. When breathing resumed, 
all patients were placed in a true lateral 
position, so that a clear airway and the 
escape of secretions would be ensured dur- 
ing recovery. To leave patients lying supine 
at this stage, partly obstructed and gargling 
their secretions, is bad practice. 


DOSAGES 


Preliminary atropine was usually omitted, 
so as to minimize discomfort. When, how- 
ever, hypersecretion or marked bradycardia 
had been found to occur, 0.65 mgm. (gr. 
1/100) would be given hypodermically 
about one hour beforehand. If time were 
short, or in emergency, atropine was given 
intravenously—a rare necessity. 

The usual dose of thiopentone varied 
between 150 and 250 mgm., depending on 
the physical and mental condition of the 
patients. Occasionally more would be used. 
Obviously, heavy medication beforehand 
( barbiturates ; chlorpromazine, etc.) would 
suggest reduced dosages. 

Similarly, no minute calculation of dosage 
was necessary as regards the relaxants. Ex- 
perience showed that, with succinylcholine 
chloride, the range was from 15 to 50 mgm., 
also depending on the nutrition and phy- 
sique of the patients. Usually, the first treat- 
ment represented the trial of a roughly 
estimated dose, subsequent requirements 
being regulated according to the response 
then obtained. Formerly larger dosages 
(50-100 mgm.) were considered necessary, 
not only from anxiety to procure adequate 


relaxation but also because insufficient 
time (20-30 sec.) was being allowed be- 
tween the injection and stimulus. Later it 
was realized that by giving the relaxant 
enough time to act, its dosage could be very 
substantially reduced without loss of effi- 
ciency. A more speedy recovery of breath- 
ing also resulted. 


RESPONSE 


In this series the object has been to 
obtain good modification of the convul- 
sion, especially of the initial tonic spasm, 
without suppressing the indications of a 
major fit. Profound modification was sought 
only when serious traumatic or other dis- 
abilities already existed, but it sometimes 
occurred when not really desired, usually 
at initial treatments. The reverse situation 
of unexpectedly strong convulsions usually 
meant deterioration or wrong placement of 
the relaxant solutions, or use of the wrong 
drug. This occurred twice, with niketha- 
mide (Coramine ) and methyl-amphetamine 
(Methedrine ) respectively in Cases 95 and 
181, without ill effects. 

There are various useful but not consist- 
ent signs that a major fit is taking place. 
Following the brief stimulus the tonic 
phase is sustained, with spastic dorsi- or 
plantar-flexion, and often internal rotation 
of the feet. The great toes are either flexed 
or extended, sometimes with reversal of 
this movement when the clonic phase 
begins. Similarly, acute flexion of the wrists 
and fingers often occurs, but with the 
thumbs adducted and the index finger 
pointing (“J’accuse”). The lips are also 
strongly pursed (“duck-face”) and the brow 
creased in bewildered perplexity. Occasion- 
ally the pupils are dilated or the eyes widely 
opened. Clonic spasms or tremors now fol- 
low, and are confirmatory of a major sei- 
zure, even if slight and confined to the 
eyelids and face. Undue delay between in- 
jection and stimulus (over 90 seconds) will 
result in a prolonged clonic phase, because 
the effect of the relaxant is now rapidly 
waning. If, however, no sign whatever 
appears, the stimulus may be repeated when 
breathing (and hence neuro-muscular trans- 
mission) returns, and a good response: ob- 
tained. Meanwhile, of course, rhythmic 
inflation with oxygen is continued. 
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COMPLICATIONS 


There was no death immediately related 
to the therapy in this series, but 2 patients 
died during the course of their treatments. 
One had a cerebral haemorrhage about 12 
hours after her 4th treatment, while the 
other died of a coronary occlusion 4 days 
after her 5th treatment. Both of these events 
were thought to be purely coincidental. 
Otherwise, the only significant complica- 
tion was prolonged apnoea, which devel- 
oped in 9 cases. Although more likely in 
the malnourished and debilitated, it never- 
theless occurred in some apparently healthy 
subjects. Whatever the cause, whether de- 
ficiency of pseudo-cholinesterase in the 
blood-serum( 16) or of potassium ions at the 
neuromuscular junctions(13, 24), the essen- 
tial treatment is to maintain efficient pul- 
monary ventilation with oxygen for as long 
as necessary. In addition, if apnoea per- 
sists for more than a few minutes, carbon- 
dioxide absorption must be practised as 
well, to prevent the toxic effects of hyper- 
capnia. These are far more dangerous, es- 
pecially to the heart(22, 18) than any pro- 
longation of the apnoea by hyperventilation 
which indeed, by inducing alkalosis, would 
favour elimination of the relaxant(17). 

This observance of anaesthetic principles 
forbade the use of stimulants and analeptics, 
that are so often given priority by various 
writers, especially psychiatrists. There is no 
need to abandon modified therapy because 
of such apnoeic incidents ; in subsequent 
treatments the dosages of the relaxant can 
be drastically reduced, as little as 5 mgm. 
of suxamethonium often being adequate. 

A variety of minor complications also oc- 
curred in this series. Thiopentone was given 
intra-arterially in two cases, but being well 
diluted (24%) produced no ill effect. Venous 
thrombosis was similarly limited, an im- 
portant consideration when scanty veins 
must be conserved for multiple injections. 
Post-anaesthetic restlessness was rare, be- 
cause of the use of oxygen. Undue brady- 
cardia, salivation and laryngospasm oc- 
curred in a few cases ; in these atropine was 
useful. A dusky colour in two cases, 
unrelieved by oxygen, was due to sul- 
phaemoglobinaemia from excessive use of 
phenacetin compounds. Another case with 
deficient response to oxygen, required 


bronchoscopic evacuation of massive pus 
accumulations from the lungs. The hazard 
of bronchial inundation with pus should 
always be anticipated in patients with bron- 
chiectasis or chronic sinus infections, 
and suitable preliminary therapy—postural 
drainage and bronchoscopy—effected. Tem- 
porary signs of a partial brachial plexus 
lesion were seen in one case, probably due 
to cervical spondylosis. Finally, vulcanite 
dentures were broken in two cases ; artifi- 
cial teeth of this material are now removed. 
Complaints of after-pains were rare, since 
4 hours bed-rest was ensured after all treat- 
ments. 


CoMMENT 


The relevant literature exhibits much 
diversity of opinion regarding the proper 
conduct of modified electroplexy(2). Much 
false emphasis is also evident. For example, 
haemorrhagic lesions found at autopsy have 
been attributed rather to the therapy than 
to the most likely cause, anoxia( 25). Deaths 
occurring after giving the relaxants but 
before the stimulus was applied have been 
attributed to the former, and not to the 
ineptitude of the users(20). Some writers 
consider that restriction of both thiopentone 
and relaxant to barely effective dosage will 
increase the safety margin(21, 28). This 
idea has been extended to justify the entire 
omission of thiopentone(15), a “sub-shock” 
being used instead to produce unconscious- 
ness( 19, 10). Criticism of this most unpleas- 
ant treatment has been made(26), for in 
competent hands there is no need to re- 
strict either the anaesthetic or the relaxant 
components of the procedure. 

The ill-effects of oxygen deficiency are 
not sufficiently emphasized in articles on this 
subject. It is often mentioned only vaguely 
or as a secondary consideration. Some re- 
ports do not refer to it at all, but instead 
exhibit a pathetic reliance on such drugs as 
lobeline, nikethamide, aminophyllin, po- 
tassium chloride, nor-adrenaline and even 
cortisone in emergency situations. Even an- 
aesthetists have been guilty of stating that 
oxygen is “not often required” or “given 
only when necessary.” It is always neces- 
sary, for serious impairment or suppression 
of the vital function of breathing invari- 
ably accompanies modified electroplexy. To 
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be effective oxygen must reach the pulmo- 
nary alveoli, and this can be ensured only by 
inflation of the lungs from a Waters’ “bag- 
and-mask” or similar outfit. Failing this, 
expired-air inflation (mouth-to-mouth, etc. ) 
is far superior to manual compression of the 
thorax. The futility of even massive insuffla- 
tion of oxygen into the nose or pharynx of 
a paralysed subject should be obvious to 
everyone. 

Further examples of false emphasis are 
readily found. In an otherwise excellent 
article(3) a death is ascribed to “severe 
functional disturbance of delicately bal- 
anced physiological mechanisms”—in short, 
asphyxia. Again, in a fine study of prolonged 
apnoea after the use of Brevedi] E(4) it 
is stated that this drug can produce “not 
only apnoea but a profound degree of 
collapse”—hyperbole indeed. Further, the 
use of an oxygen and 5% carbon-dioxide 
mixture is then recommended. This advice, 
of course, ignores the fact that central stimu- 
lation cannot improve breathing while 
neuro-muscular transmission is interrupted. 
The fallacy of using this mixture to prevent 
hypocapnia from over-vigorous lung-infla- 
tion(30, 12, 15) also should be obvious. 

Hypoxia during surgical anaesthesia is 
known to cause mental deterioration, es- 
pecially in elderly subjects(5, 6). It is prob- 
able that repeated hypoxic episodes during 
serial electro-convulsive treatments could 
be similarly deleterious, so reducing the 
prospects of good mental recovery. Hence 
efficient ventilation of the lungs with oxygen 
should invariably accompany modified elec- 
troplexy. Knowledge and skill in this regard 
are largely the prerogatives of trained an- 
aesthetists. Others wishing to utilize effec- 
tively this vital remedy should either know 
something of its proper application or else 
call in expert help. 


SUMMARY 


1. A report covering 16,275 modified 
electro-convulsive treatments on 2,100 pa- 
tients is submitted. 

2. The scope and development of the pro- 
cedure in the course of nearly 15 years 
is indicated. 

3. The technique and dosages employed 
with the preferred drugs, thiopentone and 
suxamethonium chloride, are outlined. 


4. There was no death immediately re- 
lated to the therapy, but 2 patients died 
coincidentally during the course of their 
treatments. 

5. Prolonged but non-fatal apnoea oc- 
curred in 9 cases, being readily controlled 
by proper oxygen therapy. Other complica- 
tions were rare and of minor character. 

6. The imperative need for such oxygen 
therapy in all patients subjected to modified 
electroplexy is emphasized. 

7. Comment is made on various examples 
of false emphasis, especially regarding 
emergency developments, that occur in the 
relevant literature. 

8. The possibility that repeated hypoxic 
episodes in elderly or debilitated patients 
might impair mental recovery is stressed. 
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MONISM AND DUALISM IN THE STUDY OF BEHAVIOR : 


IS THERE A CONFLICT BETWEEN THE PSYCHODYNAMIC AND 


Bailey(1), who has devoted much time 
and thought to the mind-brain problem, 
begins his recent penetrating analysis of the 
subject by defining the sharp contrast, as 
he sees it, between the biological and psy- 
chodynamic points of view. He says that 
psychoanalysts and others who are psycho- 
dynamically oriented 


believe psychic events to have power to create 
behavior or, better, that psychic events have 
access to, or are controlled by, a special source 
of power, variously spoken of as the Soul or the 
Ego. This source of power is . . . felt to be 
separate from and, in many ways, opposed to 
the tendencies of the biological mechanism 
which we call the body. They are, in other 
words, “obstinate dualists.” 


Opposed to this is the biological point of 
view, which is “monistic.” 

Bailey has no sympathy for the “obstinate 
dualists.” He says (page 371) : 


Superego, Ego and Id are only new words for 
the ancient dualistic manner of thinking em- 
bodied also in words, such as God, Man or 
Devil, which goes back at least to Zoroaster. 
Psychodynamicists . . . think like theologians. 
Having banished the Soul, they are obliged to 
reinstate it under the guise of the Ego, a term 
which they are forced to use more and more, as 
the theologians use the Soul. 


Bailey is a learned and scholarly man 
whose opinions deserve close attention, but 
I submit that he is mistaken. I shall try to 
show that there is no conflict between the 
organic or biological view of behavior and 
the psychodynamic view. On the contrary, 
the two views are complementary. They fo- 
cus attention on different aspects of be- 
havior. There is no more conflict between 
them than there is between the physician 
who studies the clinical aspects of pneu- 


1From the Department of Neurology and 


Neurosurgery, the New York Medical College, 
Flower and Fifth Avenue Hospitals, New York, 
N. Y. 
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monia and the scientist who studies its bac- 
teriology. 

In the study of the mind-brain problem 
it seems to me essential to adopt Hughlings 
Jackson’s “doctrine of concomitance”(9). 
The brain is a material thing, consisting of 
neurones which obey the laws of physics 
and chemistry. How can activity of physical 
structures be transmuted into such imma- 
terial things as ideas and images ? Jackson 
held that it is futile to try to answer this 
question. We can only say that a mental 
state is “concomitant” with activity of nerve 
structures. Thus, speaking of the “relation 
of consciousness to nervous (physical) 
states,” he said (II, 72) :* 


The doctrine I hold is: first, that states of 
consciousness (or, synonymously, states of 
mind) are utterly different from nervous states ; 
second, that the two things occur together— 
that for every mental state there is a correlative 
nervous state; third, that, although the two 
things occur in parallelism, there is no inter- 
ference of one with the other. This may be 
called the doctrine of Concomitance (3). 


Again he said (I, 52) : 


We cannot understand how any conceivable 
arrangement of any sort of matter can give us 
mental states of any kind . . . I do not trouble 
myself about the mode of connection between 
mind and matter. It is enough to assume a 
parallelism. That along with excitations or dis- 
charges of nervous arrangements in the cere- 
brum, mental states occur, I, of course, admit ; 
but how this is I do not inquire ; indeed, so far 
as clinice] medicine is concerned, I do not 
care. 


To put the matter in other words, mental 
states are but the epiphenomena of phys- 
ical states in the brain. 

I submit that if we accept Jackson’s view, 
there is no conflict between the biologist 
and the psychodynamicist. As Bailey says, 

2 Bracketed figures refer to volume and page of 


ome Selected Writings of John Hughlings Jackson” 
(3). 
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the psychodynamicist believes that “psychic 
events (can influence) behavior,” but this 
belief is acceptable if we understand it cor- 
rectly. The influence is exerted not by the 
psychic events, but by the physical states 
concomitant therewith. 

Material events occur only in response 
to material causes. They cannot be at- 
tributed to immaterial causes. But they can 
correctly be attributed to the material con- 
comitants of immaterial (or psychic) events. 

In this connection I refer to a striking 
passage in Tinbergen’s remarkable book 
The Study of Instinct(15). Speaking of the 
causes of behavior, Tinbergen objects to 
the custom of attributing causation to “sub- 
jective” factors. Thus he says (page 4) : 
“The conclusion that an anima’ hunts be- 
cause it is hungry will satisfy many people 
at first glance.” He objects to this easy 
explanation. 


The ethologist does not want to deny the pos- 
sible existence of subjective phenomena in 
animals (but) he claims it is futile to present 
them as causes, since they cannot be observed 
by scientific methods. Hunger, like anger, fear, 
and so forth, is a phenomenon that can be 
known only by introspection. 


Tinbergen drew the right conclusion but 
for the wrong reason. The objection to at- 
tributing behavior to hunger is not that 
hunger, being a subjective state, cannot be 
studied objectively. Even if we had a meth- 
od of studying and measuring hunger, we 
still could not attribute behavior to it, since 
behavior consists of a series of physical re- 
actions while hunger is a mental state. Phys- 
ical reactions must be explained by phys- 
ical causes. Certain chemical depletions of 
the hungry animal arouse responses in his 
nervous system which manifest themselves 
in movements designed to correct the de- 
pletions. The function of the nervous system 
is self-preservation. The healthy and proper- 
ly “educated” predator responds to periodic 
internal chemical states by finding and de- 
vouring its prey. The chemical state is the 
cause of the behavior. The feeling of hunger 
is merely an epiphenomenon. 

There comes to mind an example that 
was one of Jackson’s favorites. Jackson had 
an uncanny ability to spot the fallacies that 
may lurk behind a fagade of logic. He often 


referred to the motionlessness of a patient 
after an epileptic fit, saying that many phy- 
sicians, if asked why he is motionless, would 
think it reasonable to answer, “Because he is 
unconscious.” Jackson knew that you cannot 
attribute a physical state (motionlessness ) 
to a mental state (unconsciousness). The 
correct answer, he argued, is that the high- 
est cerebral centers (the “organ of mind”) 
are of sensorimotor constitution (7). The un- 
consciousness is concomitant with paralysis 
of these centers, and the motionlessness with 
paralysis of their motor component(11). 
Here is one of Jackson’s many statements on 
this matter (I, 321) : 


After a very severe fit of epilepsy proper, the 
patient does not move his limbs . . . He seems 
a mere breathing, circulatory, etc., mechanism, 
lying otherwise inert on the floor. As he is then 
comatose, it would generally be said that he 
does not move because he is unconscious. A 
moment's consideration, however, will show 
that this is an explanation which verbally ex- 
plains everything, and yet in reality explains 
nothing. It may pair off with such a pseudo- 
explanation as that a patient does not move a 
limb because there is loss of volition . . . It 
belongs to a whole family of psychologico- 
materialistic confusions ; it is akin to that which 
has it that ideas or sensations (psychical states) 
produce movements (physical states) ; to that 
also which declares that the mind affects the 
body. Nothing is said against the popular or 
clinical use of these expressions. No one ob- 
jects in a clinical conference to the expression 
that .. . the mind affects the body, when it is 
understood that what is meant is that centres, 
during activity of which mental states arise, 
can affect other centres, and thus the body. But 
much is to be said against the use, or rather 
abuse, of such expressions in what purport to be 
scientific explanations . . . I submit that the 
post-epileptic comatose patient does not move, 
for the very simple reason that there is some 
negative physical condition of his nervous 
centres . . . The fact is, he cannot be un- 
conscious without having some negative phys- 
ical condition of his nervous system answering 
to that negative psychical condition, and it is 
the central negative physical condition alone 
(that explains) his other physical condition of 
immobility. 


(Italics in original. ) 
In his third Croonian Lecture Jackson 
said (II, 72): 
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Those who accept the doctrine of con- 
comitance do not believe that volitions, ideas 
and emotions produce movements or any other 
physical states. They would not say that an 
hysterical woman did not do this or that be- 
cause she lacked will ; that an aphasic did not 
speak because he had lost the memory of 
words ; or that a comatose patient did not 
move because he had lost consciousness. On the 
contrary, they would give, or try to find, ma- 
terialistic explanations of physical inabilities. 


The foregoing argument would appear to 
support Bailey in his disagreement with the 
psychogeneticists. But this is not the case. 
Psychic events can influence behavior, but 
we must understand how this influence is 
exerted. We may take up the matter of 
learning. Experience and learning modify 
the brain. An Englishman and a German 
may each have a normal brain, yet their 
brains differ in their functional organization, 
for the article of furniture that you sit on 
causes one to think of the word “chair” while 
the other thinks of “Stuhl.” These two words 
presuppose different patterns of innervation 
of muscles of articulation. Learning has 
caused these men to respond differently, 
with different patterns of tongue and lip 
movement, to the same stimulus. 

The psychodynamicist is more particular- 
ly concerned with the effects of emotional 
experience. He believes that emotional ex- 
perience in childhood can leave its stamp on 
later patterns of behavior. This belief cannot 
be disputed. If a child is frightened by a 
dog, his behavior may show it for years af- 
terward. The psychodynamicist cannot be 
criticized for such a belief. He can be criti- 
cized only if he denies that the influence of 
psychic events is mediated by cerebral 
mechanisms. 

The biological and the psychodynamic 
points of view are both necessary if we are 
to understand behavior. We must study 
psychodynamics to understand why we are 
what we are, why we behave and think as 
we do. We must study brain function to 
understand the cerebral mechanisms that 
mediate psychodynamic influences. 

The man who has done the clearest think- 
ing on the mind-brain problem was Hugh- 
lings Jackson. Being interested in the mani- 
festations of brain disease, he paid close at- 
tention to the mental disturbances seen in 


epilepsy and other organic and toxic states. 
He made some remarkable observations in 
toxic delirium. Thus he showed that the 
delirious patient tends to mistake the un- 
familiar for the familiar (as when he mis- 
takes the nurse for his wife) and this error 
of orientation is a manifestation of “reduc- 
tion to a more automatic condition”(6). He 
had the useful habit of looking for sim- 
ilarities between complex phenomena, such 
as mental symptoms, and simpler disturb- 
ances from disease of lower levels, it being 
a favorite thesis of his that higher and 
lower levels of the nervous system, though 
they differ enormously in complexity, are 
fundamentally alike and obey the same 
physiological laws. 

Jackson, whom Otto Sittig once called the 
profoundest thinker in the history of neu- 
rology, has charted a path that we might 
follow with profit. To give but one ex- 
ample, the delirious patient, being dis- 
oriented, may be unable to answer correctly 
when you ask him to name your occupation, 
yet in spontaneous conversation he may ad- 
dress you as “Doctor,” as when he says 
“Good morning, Doctor” or “Thank you, 
Doctor.” There have been instances in 
which the patient addressed me as “Doctor” 
in the very sentence in which he misnamed 
my occupation. Thus a patient in a bromide 
delirium, when asked to name my occupa- 
tion, replied, “I wouldn’t know, Doctor—is 
it painting and decorating ?” 

But this phenomenon ceases to be puz- 
zling when we consider that it is exactly 
parallel to one seen in aphasia. The aphasic, 
as Jackson often pointed out, can sometimes 
say a word spontaneously which he cannot 
say on command. Thus if he cannot say 
“No” when you ask him to, he may say it in 
reply to a question calling for a negative. 
The parallel even extends to those instances 
in which the delirious patient addresses you 
as “Doctor” in the very sentence in which he 
misnames your occupation. Thus an aphasic, 
after a vain effort to say “Pencil” on com- 
mand, may give up in despair and cry out, 
“No, I can’t say pencil.” 

Here is a precise parallel between a “men- 
tal” symptom, disorientation, and a disturb- 
ance seen in organic disease, aphasia. The 
significance of the parallel has been dis- 
cussed elsewhere(5, 8). The two phenom- 
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ena are manifestations of the same physio- 
logical principle, “reduction to a more 
automatic condition.” We see here the profit 
to be gained from viewing a mental phe- 
nomenon from the biological viewpoint, as 
a manifestation of a disturbance in cerebral 


physiology. 
MONISM AND DUALISM 

Bailey regards the psychodynamicists as 
dualists, and once again I take issue with 
him. This is not an easy matter to discuss, 
for there are many definitions of monism 
and dualism, and as an amateur in the 
province of philosophy I “stick my neck out” 
with apologies. 

In the study of neurology the monist, it 
seems to me, is he who believes that all 
behavior (including mentation, which is 
internal or subjective behavior) can and 
must be accounted for on the basis of cere- 
bral activity, psychic activity being but the 
concomitant, or epiphenomenon, of cerebral 
activity. The dualist, by contrast, is he who 
believes that brain activity cannot explain 
all of behavior and who assumes a “soul” 
that is higher than the merely material 
brain. 

To discuss this matter in more specific 
terms, I quote a comment by Schiller(14) 
in reference to Hughlings Jackson. Schiller 
said, “His was the Cartesian dualism of 
mind and brain, the brain being merely the 
organ of mind.” But I submit that Jackson’s 
formulation makes him a monist, not a 
dualist. A strict materialist, he regarded 
mental activity as a manifestation of activity 
of the highest cerebral centers (the “organ 
of mind”), even though, in keeping with 
the doctrine of concomitance, he maintained 
that the transmutation of physical into men- 
tal will ever remain a mystery. 

Walshe too seems to have made the same 
error. In his review of Lord Cohen’s book 
on Sherrington(16), Walshe, referring to 
Sherrington’s comment on the unsolved mys- 
tery of the mind-brain relationship, has this 
to say : 


But surely, this negative attitude, which was 
that of Hughlings Jackson also, is not “a 
philosophy.” It is simply an honest admission 
of a problem for which, as they thought, natural 
science did not provide the solution. Both were 
dualists in a negative sense. 


As to Sherrington, Walshe’s judgment ap- 
pears to be another example of a correct 
conclusion based on the wrong reason. 
Sherrington was indeed a dualist, but not 
because he accepted the insolubility of the 
mind-brain relationship. His conversation 
with Brain(2) suggests that the dualistic 
position appealed to him. As to Jackson, 
Walshe’s designation of him as a dualist is 
in my opinion a mistake, for reasons already 
given. 

A good example of the position of the 
dualist is found in the writings of Thomas 
Laycock (the man whom Jackson credited 
with the thesis that the highest cerebral 
centers obey the laws of reflex action). Lay- 
cock(4) quoted with approval Morell who 
said that the soul exists “prior to conscious- 
ness,” since it exists “from the formation of 
the first cell-germ” (vol. I, p. 129). On page 
283, after saying that man stands at the head 
of an ascending scale of animal life, Lay- 
cock argued that the scale is 


not truncated at man, and that beyond him 
there cannot be a dark, unpeopled void . . . 
(There is) an infinite gradation of Being, 
above and superior to man. That we cannot 
see such Beings, nor demonstrate their exist- 
ence, is a necessary result of our position in the 
scale, and no proof whatever of their non- 
existence. The worm knows nothing of man, 
his works, or his actions ; nothing of the sun or 
the stars . . .; and so, with reference to the 
spiritual world—the world around and above us 
—our organs may be as imperfect as those of the 
worm with reference to the world around and 
above it. 


Bailey prefers monism to dualism. Pen- 
field(13) quotes Lord Cohen that “the ul- 
timate goal of science is a universal mon- 
ism.” But Penfield himself seems to waver. 
Speaking of the “master mechanism” which 
he postulates in the brain stem, Penfield 
says : 


What is the real relationship of this mechanism 
to the mind ? Perhaps we will always be forced 
to conjure up a spiritual element of different 
essence situated between the sensory complex 
and the motor machine, a spiritual element that 
is capable of controlling the mechanism. 


But though we may sympathize with 
Bailey in his preference for monism, we 
need not accept his criticism of the psycho- 
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dynamicist as an “obstinate dualist.” The 
psychodynamicist is a monist so long as he 
believes that mental and emotional experi- 
ence affects cerebral processes, and that 
only thus can we account for its influence 
on behavior. 

There is no contradiction between the 
psychodynamic and the organic points of 
view. They both help us to understand be- 
havior. Just as the world needs both the 
artist and the scientist, and medicine needs 
both the clinician and the physiologist, so 
does the study of behavior require the col- 
laboration of the psychodynamicist ( psy- 
chiatrist, psychoanalyst) and the neurolo- 
gist. 
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DIFFERENTIATING VARIABLES : OBSESSIVE-COMPULSIVE 
NEUROSIS AND ANOREXIA NERVOSA 


JOHN CLANCY, M.B., B.Cu., anv ALBERT NORRIS, M.D.' 


There has been considerable disagreement 
among psychiatrists in the diagnosis of 
anorexia nervosa. In 1874, Sir William Gull 
(3) described the condition which was char- 
acterized by “repugnance of food, extreme 
emaciation, amenorrhoea and _ personality 
changes.” A review of the literature indi- 
cates that while most authors accept the 
aforementioned as definitive symptoms, 
there is much disagreement as to the nature 
of the condition, the type of personality and 
emotional conflict with which it may be 
associated, and method of treatment. It 
would appear that the clinician’s interpreta- 
tion and evaluation of these latter items also 
influences his diagnosis of anorexia nervosa. 

Anorexia, loss of weight and amenorrhoea 
may be observed in many psychiatric ill- 
nesses, and it is not surprising that the con- 
dition should be considered as a depression 
or schizophrenia. Eissler(2) suggested that 
there were 3 degrees of anorexia nervosa : 
it could be symptomatic of hysteria, schizo- 
phrenia or melancholia, it was a disease 
entity in itself, and a third group fell be- 
tween these divisions. However, most au- 
thors are concerned with the close similarity 
between anorexia nervosa and obsessive- 
compulsive neurosis. DuBois(1) concluded 
that “anorexia nervosa is fundamentally a 
compulsion neurosis with cachexia as a lead- 
ing symptom.” Rahman, et al.(5) in a study 
of 12 cases of anorexia nervosa believed it to 
be a neurosis with obsessive-compulsive 
features. On the other hand, Kay and Leigh 
(4) in a very complete study of 38 cases of 
anorexia, while impressed with the fre- 
quency of obsessional traits in the person- 
alities of these patients, concluded that there 
was no neurosis specific to anorexia nervosa. 
Neither were they convinced that anorexia 
nervosa is a psychiatric entity. : 

Recently we observed 2 young female pa- 
tients who were diagnosed by competent 
psychiatrists as suffering from obsessive- 


1 From the Department of Psychiatry, Psycho- 
pathic Hospital, State University of Iowa, Iowa 
City, Iowa. 
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compulsive neuroses. It was noted at the 
time that both patients presented the de- 
finitive symptoms of anorexia nervosa as 
described by Sir William Gull, in addition 
to obsessive-compulsive features. Further in- 
quiry disclosed many other similarities in 
their symptomatology, personality, onset 
and course of illness, life history and family 
history. It was soon recognized that most of 
these items which were common to both pa- 
tients’ profiles were frequently found in the 
profiles of patients suffering from either an- 
orexia nervosa or obsessive-compulsive neu- 
rosis. Certain features present in both pa- 
tients, however, could not be considered 
characteristic of either anorexia nervosa or 
obsessive-compulsive neurosis. Just prior to 
the onset of avoidance of food and weight 
loss, a variety of psychiatric symptoms ap- 
peared in both patients, which disappeared 
when the final clinical picture became estab- 
lished. These transient symptoms we have 
labelled “premonitory trial symptoms.” Pe- 
culiar to both patients were periods during 
which there was a greatly increased intake 
of food interspersed with greatly diminished 
intake. This “cycling” in food intake tended 
to persist through the course of the illness. A 
poor phantasy life and a definite history of 
allergic and psychosomatic disturbances in 
earlier life were other common features not 
typically though occasionally seen in cases 
of either anorexia or obsessive-compulsive 
neuroses. Since these patients have been 
diagnosed as obsessive-compulsive neurotics, 
we asked ourselves the following questions : 

1. Can a clinical distinction be made be- 
tween anorexia nervosa and obsessive-com- 
pulsive neurosis ? If such a distinction can 
be made, 

2. What features of these conditions serve 
to differentiate them ? 

3. Is it possible that both conditions can 
coexist in the same patient as suspected in 
the 2 special cases under study ? 

In an effort to find an answer to these 
questions, we have used the following meth- 
od of comparison. 
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METHODOLOGY 


Variables in the family history, life his- 
tory, personality and symptomatology com- 
mon to both of these patients were listed. 
Further variables considered to be charac- 
teristic or frequently found in the profiles of 
anorexia nervosa or compulsive neurotics 
were added to make a total of 22 variables. 
The hospital records of 8 anorexia nervosa 
patients and 10 obsessive-compulsive neu- 
rotics, who had been diagnosed as such by 
independent psychiatrists, were then ob- 
tained. The patients were matched for sex 
and as close as possible for age. The list of 
variables in Table 1 was compared on each 
case history. 

In order to test the significant difference 
in the occurrence of these variables in an- 
orexia nervosa and obsessive-compulsive 
neurosis, the Fisher test(6) of exact proba- 
bility was applied. This is a nonparametric 
technique for analyzing discrete data when 
the 2 independent samples are of small size. 


RESULTS 


To a significant degree certain variables 
occurred more frequently in anorexia ner- 
vosa than obsessive-compulsive neurosis. 
Those patients diagnosed as suffering from 


anorexia nervosa were distinguished by the 
presence of a history of neurotic traits in 
childhood, a conflict associated with school, 
excessive activity during the period of ill- 
ness, amenorrhoea, anorexia and weight loss. 
In the sample under study, the anorexia ner- 
vosa patients demonstrated on the average 
5 of the 6 aforementioned significant vari- 
ables. In no instance were there fewer than 
4 of these variables present. On the other 
hand, only once did any of these variables 
significant for anorexia nervosa appear in 
the profiles of an obsessive-compulsive neu- 
rotic. 

The obsessive-compulsive patients could 
be distinguished from the anorexia patients 
by the presence of compulsive acts, obses- 
sive thinking, a poor phantasy life, concern 
about symptoms, and an interruption of 
their accustomed activities. The obsessive 
patients demonstrated on the average 3.7 
of the 5 variables significant for that con- 
dition. In no instance were there fewer 
than 3 present. In comparison the anorexia 
patients averaged only 1.4 of the variables 
significant in obsessive-compulsive neurosis. 

When both sets of significant variables 
were applied to the case histories of the 2 
special cases under consideration, we found 
that these patients showed a sufficient num- 


(1) Perfectionistic parents 

(2) Punitive or difficult toilet training 
(3) Neurotic traits in childhood 
(4) History of psychosomatic disorders 
(5) Model or “good” children 

(6) Need for school success 
(7) Onset of symptoms in relation to school conflict 
(8) Lack of close friendships 

(9) Premonitory trial symptoms 

(10) Conflict associated with sex 

(11) Amenorrhoea 

(12) Loss of weight 

(13) Anorexia 

(14) Cycling of symptoms 

(15) Interruption of normal activity 
(16) Increased activity 

(17) Concern about symptoms 

(18) Obsessive thinking 

(19) Compulsive acts 

(20) Poor phantasy life 

(21) Perfectionistic personality 

(22) Catholic religion 


~ 


| 
| OOO SOF WW 


CII NOW WOW w 


| 


= 
| | 
| 
| 
| 
| 
‘ 
~ 
OBSESSIVE- ANOREXIA SIGNIFI- 
n—10 


60 OBSESSIVE-COMPULSIVE NEUROSIS AND ANOREXIA NERVOSA 


[ July 


ber of each set to warrant a diagnosis of 
both anorexia nervosa and obsessive-com- 
pulsive neurosis. 


Discussion 


In attempting to make a clinical differen- 
tiation between anorexia nervosa and ob- 
sessive-compulsive neurosis, we have found 
significant differences in the occurrence of 
certain variables which tend to distinguish 
them as clinical entities. We have also found 
that these conditions can coexist in a pa- 
tient. In addition, these 2 conditions have 
many features which traditionally have been 
used to differentiate them, but in fact are 
not statistically reliable in making a differ- 
ential diagnosis. 

In neither group was there found evi- 
dence of undue obsessive or meticulous 
traits in the parents of these patients. While 
the patients tended to be obedient, “model 
or good” children with a need for success at 
school, these characteristics did not dis- 
tinguish them from each other. Perfectionis- 
tic and meticulous traits were as common 
in the personalities of anorexia nervosa pa- 
tients as in the personalities of the obsessive- 
compulsive neurotics. Patients of each group 
were lacking in ability to make close and 
lasting friendships with their peers. Psycho- 
analysts have sought for the roots of obses- 
sive-compulsive neuroses in parental rela- 
tionships during the anal stage of libidinal 
development and have formulated the dy- 
namics of this neurosis around the conflicts 
of this developmental stage. In our sample, 
a history of early punitive, or difficulty in, 
toilet training was notably infrequent in 
both the obsessive and anorexia patients. 
While a conflict in respect to sex, or an un- 
healthy attitude towards sex, seemed to be 
the rule rather than the exception, there 
appeared to be no specific type of conflict 
peculiar to either diagnostic category. 


CONCLUSIONS 


Anorexia nervosa and obsessive-compul- 
sive neurosis have many features in com- 
mon. It would appear, however, that they 
are capable of being distinguished from 
each other on a clinical evaluation of the 
history, personality and symptomatology 
of the individual patient. Amenorrhoea, an- 
orexia, loss of weight, excessive activity dur- 
ing the period of illness, a conflict associated 
with or reflected in school adjustment, and 
a history of neurotic traits in childhood are 
characteristic of anorexia nervosa. Compul- 
sive acts, obsessive thinking, a poor phantasy 
life, concern about symptoms and an inter- 
ruption of accustomed activities are more 
liable to be associated with obsessive-com- 
pulsive neurosis. 

The 2 conditions can exist together in a 
patient, and in this instance the diagnosis 


should be so stated. 


SUMMARY 


The records of patients with the diagnosis 
of anorexia nervosa and obsessive-compul- 
sive neurosis were examined with respect 
to certain variables. These were compared 
with 2 patients who had features of both 
conditions. The results are described. 
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In psychiatric discussions the term proc- 
ess is frequently misused. It is misused be- 
cause of preconceptions rooted in our 
language and because of a tradition of 
thinking in essences. Thinking in essences 
results in misunderstanding and poor treat- 
ment. 

Psychiatrists can improve their theory 
and practice by identifying and rejecting 
preconceptions based on essences. What is 
needed is a phenomenal approach, as for 
instance in the theory and treatment of 
schizophrenia. 


THE CONCEPT OF ESSENCE 


What I mean by thinking in essences is 
the tendency to assume that everything 
has an inner and higher reality that de- 
termines its external characteristics. The 
essence of a thing, it is believed, is that 
which determines its nature. 

As applied to people, the term refers to 
an inner quality that determines character. 
An essence approach assumes an inner 
nature that shows itself in traits of charac- 
ter. For example, a person who acts dis- 
honestly will be considered dishonest by 
nature. His dishonest behavior will be re- 
garded as determined by the essence of 
dishonesty. Thus the quality assigned to 
an act is transferred to an assumed inner 
nature. 

The essence concept goes back to Plato, 
the classic philosopher, with his supra- 
sensory world of ideas apprehended by rea- 
son and intuition. The Platonic ideas are 
qualities in pure form. The good, the true, 
and the beautiful are such because they 
partake of the idea, or form, of goodness, 
truth, or beauty. Likewise, dishonesty par- 
takes of the quality of dishonesty. This 
quality is eternal and exists in pure form 
somewhere in a realm beyond the reach of 
our senses. 


1 Presented July 31, 1960 to the International 
Conference on General Semantics at Honolulu. 
2 450 Sutter St., San Francisco 8, Calif. 
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In short, an essence is a metaphysical 
concept. It has no tangible existence. The 
medieval philosophers reduced the concept 
of essence to an element in definition. They 
held that an essence is that characteristic 
without which a thing loses its identity. 

Modern philosophy has had less use for 
the term. But the concept persists in our 
language and thought with its original vital- 
ity. It dominates what is called common 
sense. Inevitably, it has found its way into 
psychotherapy. 


THE INFLUENCE OF LANGUAGE 


A further consideration is that the tend- 
ency to think in essences is encouraged, if 
not enforced, by the structure of our lan- 
guage. 

Naming : First of all, we give names to 
concepts, and names tend to promote the 
assumption that what is named has objec- 
tive existence. This is like the tendency to 
believe a thing is true because one sees it 
in print. Like the printed word, names are 
loaded with an authority which may be 
wholly illusory. 

John Stuart Mill(1) said : 


The tendency has always been strong to be- 
lieve that whatever receives a name must be 
an entity or being, having an independent 
existence of its own: and if no real entity 
answering to the name could be found, men 
did not for that reason suppose that none 
existed, but imagined that it was something 
peculiarly abstruse and mysterious, too high 
to be an object of sense. 


One may decide that a man who does 
not work is lazy. Having found a name for 
this behavior, one tends to assume that 
laziness is real and exists of itself, that it 
is an essence affecting certain individuals. 
Such is the customary view of laziness. 

But Sir Heneage Ogilvie(2), the prom- 
inent British surgeon, has a different view. 
He says, “Laziness implies a lot of intel- 
ligence and it is the normal, healthy attitude 
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of a man with nothing to do. Its great 
enemy is conscience—the fear of disapprov- 
al.” 

So it is seen that laziness is merely a 
judgment pronounced on behavior. The 
only actuality is the behavior and one’s 
attitude toward it. Laziness has no existence 
apart from the thinking of human beings. 

Thus the names we give to concepts tend 
to enforce the habit of thinking in essences. 

Suggestion : In the second place, names 
given to concepts have acquired strong 
charges of value, positive or negative, so 
that these names have a powerful effect on 
our attitudes and feelings. For example, if 
you tell a woman in good health that she 
is not looking well, she begins to feel un- 
well. Tell her that she is lovely, and she 
reacts accordingly. 

This power of “word suggestion” is felt 
not only by the person named but also by 
the one who names. A woman becomes 
more beautiful to the man who thinks her 
lovely. If he thought, “She’s not good-look- 
ing,” she would lose attractiveness in his 
eyes. 

Thus to both subject and object words 


bring about important changes in attitude. 
This effect makes us feel that some essence 
called up by our words is really there, in- 
tangible and ineluctable, controlling our 
destiny. So it is that the values assigned to 
words reinforce the belief in essences. 


Objectification: Language exerts still 
another pressure toward thinking in es- 
sences, because words, by suggestion, con- 
notation, and metaphor, evoke the image 
of a physical object, capable of being seen 
and felt. For instance, we speak of some- 
one as being hard, or soft, or smooth, or 
dull, or brilliant. Each of these is a meta- 
phorical term suggesting a physical object. 

Benjamin Lee Whorf(3) stressed this 
tendency of our language to designate ab- 
stractions by words suggesting physical 
objects. And he showed that some languages 
work in an opposite manner. European 
languages tend to objectify, that is, to treat 
an event as if it were a physical object. We 
objectify time when we speak of 10 days— 
or the events we call 10 days—as an ag- 
gregate seen at one time, like 10 men. 
But the Hopi Indians have a language 


which refers to a world of event. They 
think of time as “getting later.” 

Whorf says we carry about with us an 
imaginary space into which we project 
mental images. But the Hopi believe that 
the thought of an object, say a tree, goes 
out to that actual, existing tree. They do 
not conceive of thinking with mental 
images. 

While the Hopi language stresses event, 
or what happens, European languages ob- 
jectify, call up mental images. And these 
images bear a family resemblance to the 
Platonic forms, or ideas. Thus the tendency 
of our language toward objectification dis- 
poses to the belief in essences. 


ESSENCE AND CHARACTER 


The belief in essences leads to an essence 
view of character traits, and this does vio- 
lence to the person in question. For a man 
convicted of an essence is denied appeal 
from this judgment. Such a finding puts 
an end to inquiry, preventing further ques- 
tions. 

In the case of the man who will not 
work, the finding of laziness, under the 
essence view, may satisfy the need for 
understanding, but the individual may be 
seriously misunderstood. He may appear 
lazy because he dreads revealing himself 
in action : he fears he will be found incom- 
petent. Now a remedy for his “laziness” 
presents itself: he needs the training and 
experience necessary to assure him of his 
competence. 

So if we discard the essence view, new 
avenues become available for exploration. 
We find that character traits depend upon 
a particular course of life and a particular 
attitude of mind, and this leads to typical 
decisions. 

The man who seemed to be lazy may 
have had a childhood experience of exces- 
sive criticism from his parents. They may 
have expected too much from him at too 
early an age. He could never please them, 
and he came to have an abiding lack of 
confidence in himself. He feared revealing 
his incompetence, real or fancied, because 
he expected that his effort would be met by 
a chorus of disapproval. Thus are character 
traits developed, the so-called ingrained 
qualities of our nature. 
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ESSENCE AND SCHIZOPHRENIA 


The concept of essence is a source of 
confusion not only with respect to character 
traits, but also with respect to the more 
extreme states of mind, such as the schizo- 
phrenic psychosis. 

There is a strong tendency to assume 
that schizophrenia results from the working 
of some kind of inner essence. This remains 
true even when a term such as process of 
schizophrenia is employed. For in using this 
term one is inclined to accept the analogy 
of a seed that germinates, develops, and 
reaches full flower. In fact, some psychia- 
trists look upon schizophrenia as if it really 
were the result of a seed implanted in the 
person early in life or acquired hereditarily 
through the genes. Further, there is a feel- 
ing that the person who merely harbors the 
“seed” of schizophrenia is faced with a 
dreadful future, because of the process of 
the disease. The seed may germinate, feed 
upon its host, and destroy him. 

Also, there is a belief that schizophrenia 
may exist in a latent form which at any 
time could break forth and take possession 
of the person, causing him to cease to be 
himself and to become psychotic. In this 
respect, psychiatry is under the influence 
of a demonology right out of the Dark 
Ages. For a man possessed by a process is 
not greatly different from a man possessed 
by a demon. 

Under the influence of the essence view, 
one is inclined to accept the gloomy prog- 
nosis assigned to schizophrenia, to accept 
as sufficient evidence of a poor prognosis 
those patients who spend their lives in hos- 
pitals, bizarre in their conduct and with- 
drawn from human fellowship. But if we 
examine all the manifestations called schizo- 
phrenic, this poor prognosis is not confirmed 
by the facts. 

Most psychiatrists engaged in hospital 
work have noticed an occasional patient 
admitted in a disturbed, delusional state, 
within a few days become apparently nor- 
mal without benefit of treatment. In an 
office practice devoted to psychotherapy, 
it is not unusual to encounter a patient 
who in the first interview pours out enough 
delusional material to make hospitalization 
seem necessary. But in subsequent inter- 
views he talks about fairly ordinary life 


problems, and his fantastic delusions shrink 
into the background. Then there is the pa- 
tient who recounts an episode from his 
distant past in which he was clearly psy- 
chotic, if only for an hour or so, but who 
then goes on to lead a life that is not other- 
wise unusual. 

Often when an expert in the treatment 
of schizophrenia, such as Harry Stack Sul- 
livan, is with a person who is schizophrenic, 
that person ceases to act in ways commonly 
known to be schizophrenic. For that time, 
at least, he is no longer schizophrenic. 

All this suggests that schizophrenia is not 
an essence, but that it is phenomenal. It is 
the way a person may be in certain condi- 
tions of life. Given the right circumstances, 
just about anyone could be schizophrenic. 

But the essence view of schizophrenia 
leads to misunderstanding, and it burdens 
the psychiatrist, as therapist, with a sense 
of futility and impotence. He regards the 
schizophrenic person as if he were the pas- 
sive victim of a metaphysical process. This 
vision of an intangible and inaccessible 
entity leads to therapeutic despair and 
makes destructive methods of treatment, 
such as electric shock, insulin, and loboto- 
my, seem reasonable. 


ESSENCE AND PSYCHOTHERAPY 


Not only an essence view of disease proc- 
ess, but also an essence view of treatment 
process, may be a source of difficulty for a 
therapist. For he may be tempted to rest 
secure in what he conceives as the process 
of treatment. He thinks of such a process 
as having an objective existence, although 
somewhat mystical in nature, as if there 
were some vaguely defined entity of con- 
siderable power to which he might turn 
for help. By proper propitiatory gestures 
he can summon it up, control it, and make 
it work for him. 

But have a care. This “entity,” like a 
genie, may take offense and desert the 
effort just when a good start has been made. 
The good genie has a jealous nature and 
seems to be distinctly resentful of those 
therapists who are given to self-congratula- 
tion. For with attention focused upon the 
operation of metaphysical entities, a thera- 
pist can ignore real human events. He may 
fail to appraise properly the mute, dis- 
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sembling appeal of the person regarded as 
schizophrenic. (He may say that he hates 
you. He thinks you are a disguised Com- 
munist. He hopes you are not. He hopes you 
are his friend.) This lack of sensitivity and 
understanding is due to the mistaken feel- 
ing of confidence in what one “knows” 
about the schizophrenic process : the “with- 
drawal from contact,” the “inability to form 
a relationship,” and the “predominance of 
the primary process.” 

Concentrating upon the elements of an 
essence process, the therapist seeks to ma- 
nipulate these abstractions in a way that is 
favorable to the process as it is conceived. 
For example, from theory, the opinion is 
deduced that a patient is in danger of de- 
veloping a psychosis—a possibility that may 
be purely theoretical. So an attempt is 
made to forestall such a development by 
“strengthening the defenses.” Thus preoc- 
cupied, one fails to notice when the patient 
is offended by statements intended to be 
therapeutic, because one is out of tune with 
him. Distracted by theory, these dishar- 
monies are accounted fer by relating them 
to “resistance,” or “transference phenome- 
na,” or “not ready for therapy.” 

The elements of this theoretical process 
are nothing more than concepts which have 
been endowed with a metaphysical reality 
and a vital force. Reliance on such theory 
may lead to poor treatment. 

What is needed is a clear recognition of 
the harm done to psychiatric thinking by 
acceptance of the essence concept. A close 
examination of the concept will result in its 
rejection, particularly as applied to a proc- 
ess of disease and treatment. Then reason 
will be found for making a clear distinction 
between an essence process and a phenom- 
enal process. For a process is not an 
entity ; it is merely a course of events. 


THE PHENOMENAL POINT OF VIEW 


The approach that I have found useful 
has antecedents in phenomenology. By this 
I mean simply the description of actual 
phenomena, avoiding all intepretation, ex- 
planation, and evaluation. 

Such a point of view was first proposed 
in 1894 by Wilhelm Dilthey(4), the Ger- 
man philosopher, who wrote that 


. . . the aim of psychology cannot be an ex- 
planation : for every explanation tries to reduce 
into elements ; this aim is rather a description : 
. a faithful narrative of what is seen as a 
whole direct by man himself. . . . We com- 
template . . . with an understanding look. 


In 1913 Karl Jaspers(4) reported the ap- 
plication of this point of view in psycho- 
therapy. His method depends upon 


. . . the completest and most careful descrip- 
tion possible . . . of what is experienced by 
healthy or by sick people, . . . an exposition 
of what comes to show itself to us . . . with im- 
perative clarity. This . . . is always a suspective 
understanding : . . . the inner self of another 
is never given to us direct: we try to enter 
into another's life and ask ourselves what we 
feel. . . . Ultimately . . . all phenomenology 
depends on introspection. 


Jaspers opposed an “understanding” ap- 
proach to a causal approach. But the causal 
approach has been dominant in psycho- 
therapy. Sigmund Freud was always in- 
tensely interested in explaining mental 
phenomena. Yet he developed a method 
of treatment in which, as a necessary result 
of “free association,” a full and complete 
description of the patient’s experience oc- 
curs. Perhaps Freud, in his emphasis on in- 
terpretation, neglected an important source 
of the favorable change that does occur in 
psychoanalysis. 

In America the foremost exponent of a 
phenomenal point of view is Carl R. Rogers. 
He apparently arrived at his position inde- 
pendently of the European phenomenolo- 
gists. But a similarity to Jaspers is evident, 
to some extent, in the following : 


Every individual exists in a continually chang- 
ing world of experience of which he is the 
center. This private world may be called the 
phenomenal field, the experiential field, or 
described in other terms. . . . Only a portion of 
that experience . . . is consciously experienced. 

. . This private world . . . can only be 
known, in any genuine or complete sense, to 
the individual himself. . . . My actual aware- 
ness of and knowledge of my total phenom- 
enal field is limited. It is still true, however, 
that potentially I am the only one who can 
know it in its completeness. . . . Behavior 
might be best understood by . . . seeing the 
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world of experience as nearly as possible 
through (the individual’s) eyes(5). 


In Rogers’ view, therapeutic 


change appears to come about through ex- 
perience in a relationship. . . . Thus the rela- 
tionship which I have found helpful is charac- 
terized by a sort of transparency on my part, in 
which my real feelings are evident ; by an ac- 
ceptance of this other person as a separate per- 
son with value in his own right ; and by a deep 
empathic understanding which enables me to 
see his private world through his eyes. When 
these conditions are achieved, I become a 
companion to my client, accompanying him 
in the frightening search for himself, which he 
now feels free to undertake(6). 


CONCLUSION 


The task of the therapist, then, is a close 
attention to the experience of his patient, 
but not interpretation, explanation, or eval- 
uation. What is needed for good treatment 
is that the therapist be “tuned in” on his 
patient, receive him clearly, and let him 


know that he is understood. If he keeps 
close to the phenomenal, the psychiatrist 
can avoid the hazard of thinking in essences. 
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CLINICAL NOTES 


(The Clinical Notes report the findings of 
do not necessarily represent the opinions 


INCREASED CONTROL OF INSULIN COMA BY PRIOR 
ADMINISTRATION OF GLUCAGON : A 
PRELIMINARY COMMUNICATION * 


KARL T. DUSSIK, M.D.,? DONALD B. GIDDON, D.M.D., 
PETER D. WATSON, B.S.,‘ anv JOEL J. WHITE, M.D.5 


The hyperglycemic-glycogenolytic factor, 
Glucagon(1, 5), has been used extensively 
in our hospital(10) and elsewhere as an 
additional agent(2, 7, 8, 9) in Insulin Coma 
Therapy for rousing patients from deep 
coma so that they can swallow a sugar 
solution. Glucagon is thought to act by pro- 
ducing a transitory hyperglycemia due to 
its glycogenolytic action on the liver glyco- 
gen. 

One of us (KTD) assumed that perhaps 
the administration of Glucagon before the 
insulin might reduce both the amount of 
insulin needed to produce coma as well as 
the time of onset of the coma itself. If this 
were found to be true, not only would it 
shorten the treatment time but it would 
also reduce some of the risks of ICT, as 
there is evidence that smaller doses of in- 
sulin are associated with fewer side and/or 
after-effects. A shorter phase 1 (during 
which time daily increasing doses of insulin 
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are given until coma ensues) is preferable 
because, in general, it is recognized that a 
decided improvement of the psychotic 
symptoms starts once comas are reached. It 
was also felt that such a procedure might 
be effective in producing a coma in pre- 
viously coma-resistant schizophrenics. 

A technique was thereby devised where 
0.5 cc. of Glucagon was administered I.M. 
4 hours prior to the insulin, i.e., at 3:00 a.m. 
and 7:00 a.m., respectively. (Experiences 
after the period reported here show that it is 
preferable to use 1.0 cc. of Glucagon at 3 
a.m.) This seemed a reasonable time to al- 
low for the depletion of the liver glycogen 
stores and the return of the level of the 
blood-sugar in the venous blood to normo- 
glycemic values. 

This technique was clinically evaluated in 
two ways. One group of 11 patients, who 
were already in ICT and for whom coma 
doses of insulin had already been estab- 
lished, was switched to the Glucagon-insulin 
regime described, thus serving as its own 
control. A second group of 19 patients was 
started with the Glucagon-insulin treatment 
and compared with an earlier group of 179 
patients who had been treated with insulin 
alone, either with single or multiple doses, 
excluding 30 patients treated by the Shurley- 
Bond technique. 

Table 1 compares the established coma 
doses in the 11 patients of group 1 before we 
started to give Glucagon at 3 a.m. and after 
this technique had been started. Note that 
in all 11 cases use of Glucagon lowered the 
amount of insulin necessary to produce 
comas of equal depth. This held true wheth- 
er one had used the Classical technique, the 
Shurley-Bond technique, or the Laqueur 
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TABLE 1 
Reduction of Maintenance Insulin Dose Following 
Administration of 0.5 cc. Glucagon 1.M. at 3 a.m. 


Technique 


Pre-Glucagon 
Insulin Dose 


Post Glucagon 
Insulin Dose 


660 units 
600 units 
470 units 
550 units 
270 units 
260 units 
330 units 
130 units 
70 units 
130 units 
100 units 


Shurley-Bond 
Shurley-Bond 
Shurley-Bond 
Shurley-Bond 
Laqueur 
Classical 
Classical 
Classical 
Classical 
Classical 
Classical 


400 units 
520 units 
400 units 
380 units 
170 units 
60 units 
220 units 
70 units 
40 units 
80 units 
60 units 


TABLE 2 
19 Patients Started on 0.5 cc. Glucagon Prior to Insulin 


Technique 


Dose for 


First Coma Coma Dose 


Laqueur 
Classical 
Classical 
Laqueur 
Laqueur 
Classical 
Classical 
Classical 
Laqueur 
Classical 
Laqueur 
Classical 
Laqueur 
Laqueur 
Laqueur 
Classical 
Laqueur 
Laqueur 
Classical 


Patient 
D. 
0. 
A. 
K. 
C. 
0. 
A. 

.K. 
E. 
H. 
B. 
L. 
S. 
M. 
C. 
F. 
T. 


SRT 


40 units 
60 units 
80 units 
80 units 
90 units 
60 units 
90 units 
50 units 
90 units 
230 units 
150 units 
110 units 
200 units 
100 units 
210 units 
50 units 
140 units 
40 units 
€0 units 


30 units 
65 units 
50 units 
60 units 
30 units 
30 units 
110 units 
90 units 
75 units 
220 units 
160 units 
130 units 
200 units 
100 units 
170 units 
75 units 
140 units 
40 units 
60 units 


technique for the day to day increase until 
the first coma had occurred. These changes 
are statistically significant by the non-para- 
metric sign test (p less than .001). 

Although it is unlikely that time alone— 
without added Glucagon—could account for 
this phenomenon, one should compare these 
changes in patients who remain on insulin 
alone over similar time periods. 

Table 2 presents both the insulin coma 
dose and the number of days before the oc- 
currence of the first coma for the 19 patients 
who started ICT with the pre-treatment use 
of Glucagon. Note that only the Classical 
and Laqueur techniques are employed here 


because of the possibility of dangerous over- 
dosage if the Shurley-Bond technique were 
used in cases receiving Glucagon prior to 

These data are compared with a previous 
group of 179 patients treated with insulin 
alone (see Table 3). Statistical analysis(3) 
reveals that both the mean of the dosage and 
the mean of the number of days to reach the 
first coma are significantly lower in the Glu- 
cagon group. Furthermore, the variability 
(F ratio) of the Glucagon group is also sig- 
nificantly less than that of the group treated 
with insulin alone. 

In addition to the obvious importance of 
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—260 39% 
—80 13% 
—70 15% 
| —170 31% 
| —10 37% 
—200 77% 
—110 33% | 
—60 46% 
—30 43% 
—50 38% 
—40 40% 
Treatment Day 
of Present 
== = 
5th 
5th 
3rd 
3rd 
2nd 
2nd 
6th 
5th 
8th 
13th 
10th 
7th 
10th 
6th 4 
8th 
4th 
6th 
2nd 
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TABLE 3 
COMA DOSE REQUIRED FOR FIRST COMA 
(in Classical or Lacquer technique) 


Mean 
Standard Deviation 


Insulin Alone (N=—179) 
147.6 


94.4 


Difference Between Means 51.0 
F—259° 
TREATMENT DAYS TO FIRST COMA 
(in Classical or Laqueur technique) 


insulin Alone (N=179) 
9.6 


6.4 


Difference Between Means 3.9 


t—4.64 ** 
°° 


* p less than .05. 
** p less than .01. 


the decrease in average dosage and the 
number of days to reach the first coma for 
the Glucagon-insulin form of treatment, the 
reduction in the variance of the dosage 
needed with this technique may have con- 
siderable clinical significance. This means 
that treatment with the Glucagon-insulin 
regime is more uniform, thus providing bet- 
ter control over the therapeutic situation. 
So far, no untoward effects of Glucagon 
have been observed either when it was used 
to arouse patients from coma or in any of 
the 30 cases reported here. No differences 
in the course of coma were noted except for 
possibly a slight deepening in a few in- 
stances. Presently, 360 comas have been 
produced with Glucagon in the 19 patients 
of the second series, several of which are 
still under ICT. The daily preadministration 
of Glucagon tends to progressively reduce 
the amount of insulin needed to reach coma. 
In 2 patients, the doses required to produce 
coma after Glucagon could be reduced to as 
little as 25 units of insulin, one after a single 
injection, the other after multiple doses ( af- 
ter tabulation of Table 2). The reduction in 
insulin requirement, after Glucagon, should, 
therefore, be carefully gauged in the same 
ways as in ICT without preceding Gluca- 
gon : If coma begins before the end of the 
second hour and seems too deep, the dosage 
of the next day is reduced by 10 or more 


units of insulin, but if the coma starts too 
late or is too mild, then an increase in dos- 
age is given the next day. 

It should be noted that Glucagon could 
safely be used to rouse the same patients 
from coma who were pre-treated with the 
hyperglycemic-glycogenolytic factor before 
insulin. It is probable that this arousal dose 
of Glucagon acts on glycogen reserves re- 
built by glyconeogenesis during the coma. 

Secondary reactions are rarer and less 
severe in this Glucagon-treated group than 
had previously been observed in the cases 
not pre-treated with Glucagon. In one in- 
stance a patient became somnolent around 
7:00 a.m. before she had received insulin, 
and the insulin was omitted for that day. In 
this case, it was possible to administer an- 
other dose of Glucagon on the following day 
successfully. (This patient was released af- 
ter 62 comas without further unusual re- 
sponses, and with a remission correspond- 
ing to a Grade 2 result(11).) 

The effect of Glucagon administration on 
the C.N.S. appears to be different from that 
of hyperglycemia due to ingestion or injec- 
tion of carbohydrates. Some observations 
point to the possibility that, because of the 
rebounce of the regulation of carbohydrate 
metabolism, effects of Glucagon administra- 
tion could be used to somewhat approxi- 
mate the effects of subcoma insulin treat- 
ment. 
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CONCLUSIONS 


We believe that the use of Glucagon for 
the arousal of patients from insulin coma 
and as a facilitating agent in the induction 
of insulin coma constitutes an important 
development in the modern treatment of 
schizophrenic psychoses, since it seems to 
render Sakel’s treatment much easier to ad- 
minister and contributes to its safety and 
economy. 
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EFFECTS OF CHLORDIAZEPOXIDE IN SEVERELY DISTURBED 
OUTPATIENTS 


A series of 73 clinic patients, of whom 
roughly two-thirds were diagnosed as schiz- 
ophrenics or as exhibiting psychotic symp- 
toms, responded well to therapy with 
chlordiazepoxide (Librium) ? in a study ex- 
tending over a 6-months’ period. This clinic 
acts as clearing house for the San Antonio 
State Hospital, screening new patients and 
taking over the care of others discharged 
from the hospital or on furlough during 
periods of remission. Our heavy work load 
makes it impossible to see patients at fre- 
quent intervals on an individual basis, and 
we have relied heavily on drug therapy. 
Because of the large proportion of 
chronic and severe cases seen in this clinic 
the phenothiazines in variety have been the 
drugs of choice, despite their unpredict- 
ability and their tendency to produce side 
effects. In some cases these agents have ap- 
parently shortened periods of remission ; 
more often they have failed to reduce 
anxiety and control undesirable behavior. 


1 Director, 
Health Clinic. 

2 Trademark of Hoffmann-La Roche Inc., Nutley, 
N. J. 


San Antonio State Adult Mental 


FELIX BAMBACE, M.D.! 


Reports of the high safety index of Librium 
and its specific action on anxiety led us to 
make the present study. 

The population consisted of 31 males and 
42 females, age range 16 to 73 years. The 
diagnoses included schizophrenic reactions 
25 patients, psychoneurotic reactions 21, 
personality disorder 7, anxiety reaction 7, 
and affective reaction 5. The disturbance 
was often of long standing ; 29 of the group 
had been hospitalized previously, often 
several times, and others had been under 
psychiatric treatment for many years. 

The general run of patients were given 
Librium, 10 mg. b.i.d., or more often, t.i.d., 
and this amount proved acceptable as a 
maintenance dose in many cases. Duration 
of treatment ranged up to 6 months. 

Seven patients were lost to follow-up. Of 
the 66 remaining cases, 39 were rated as 
showing excellent response ; in 11 the results 
were good, in 4 fair, and in 6 poor. In 6 
patients, hospitalized for electroshock ther- 
apy, no evaluation of Librium was at- 
tempted. 

Thus 50 patients (75.7%) obtained good 
or excellent results from Librium medica- 
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tion, and the alleviation or remission of 
symptoms was predominantly, rather than 
moderately, marked. The best response was 
in the psychoneurotic group (17 of 21), 
cases of anxiety reaction (6 of 7), and the 
2 mentally deficient patients. However, the 
results in the schizophrenic group of 25 
were especially noteworthy : 11 showed an 
excellent response and 4 a good response 
(60%). Of the 5 paranoid type schizo- 
phrenics 2 received some benefit, but the 
other 3 were hospitalized when Librium 
failed to control their symptoms. The drug 
was also of little value in the 2 manic-de- 
pressive patients. 

Unless the patient was suffering organic 
brain deterioration, grave endogenous de- 
pression or a marked cyclothymic illness, 
Librium exerted what might be called a 
benign effect : obtunding of anxiety, pho- 
bias, obsessive thinking and compulsive be- 
havior and initiating a more normal level 
of thought and action. Especially valuable 
was the psychostimulating action of Librium 
which enabled many patients to accept in- 
evitable life situations and others to take 
positive steps toward recovery by joining 
group therapy and vocational rehabilitation 
programs. 

A minimum of side effects was noted ; 4 
patients reported drowsiness and _ slight 
ataxia, 3 became nervous or overstimulated. 
These effects were reversed when Librium 
dosage was reduced, except in 2 schizo- 
phrenics. 


SUMMARY 


Of 73 outpatients with predominantly 
psychotic diagnoses the results of Librium 
therapy were excellent in 39 and good in 11. 
The drug relieved symptoms of anxiety, 
phobias, obsessive thinking and compulsive 
behavior, exogenous depressions, and con- 
version reactions. Librium was less effective 
in manic-depression, psychotic depressions 
and paranoid-type schizophrenia. Slight and 
transient side effects, mainly drowsiness and 
ataxia, occurred in a few cases. Patients with 
a long history of illness and hospitalization, 
who had not responded to previous medica- 
tion with one or several of the phenothia- 
zines, showed marked improvement under 
Librium therapy. 
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LONG-TERM RESULTS OF FRONTAL LOBOTOMY IN 
SCHIZOPHRENIC PATIENTS 


JANE E. OLTMAN, M.D., anp SAMUEL FRIEDMAN, M.D.' 


This is a brief summary of results 
achieved in a series of schizophrenic pa- 
tients who underwent a standard, closed 
frontal lobotomy operation during the peri- 
od May, 1946 to December, 1950. The status 
of these patients on January 1, 1961 was re- 
corded. Thus a period of approximately 10 
to 15 years has elapsed since operation. Re- 


1 Respectively, the Clinical Director and the 
Asst. Superintendent, Fairfield State Hospital, New- 
town, Conn. 


sults in the operative group were also com- 
pared with those in a control group of 
patients, previously described(1), who had 
been approved clinically for the procedure 
but for whom operative permission had 
been refused. Progress reports were ob- 
tained by various methods on patients who 
were no longer hospitalized at this institu- 
tion. They included direct telephonic in- 
quiries, examination at outpatient clinic, 
reports from other hospitals, correspondence 
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TABLE 1 
Status of Lobotomized and Control Patients 


OUT OF HOSPITAL DECEASED HOSPITALIZED 

° NO. - % MO. - % 
Operative group 200 50 - 25% 22 - 11% 128 - 64% 
Control group 63 2- 3% ll - 17% 50 - 80% 


and social service inquiries. Only one pa- 
tient was lost from view. There were 200 
patients in the lobotomy group and 63 in 
the control group with satisfactory follow-up 
information. 

The current status of these patients is 
summarized in Table 1. 

It is apparent that results in the lobotomy 
group, although limited, are definitely 
superior to those in the control group. 
The difference is statistically significant 
(p=<.001). 

It is pertinent to note that the death rate 
in the operative group is actually less than 
in the control group, indicating that the 
operation does not cause a specific increase 
in mortality rate during succeeding years. It 
might be indicated further that 2 of the 
deaths were associated with the occurrence 
of a convulsive seizure ; the remainder were 
due to a variety of conditions not apparent- 
ly associated with the original operation. In 
the control group, 3 of the deaths were due 
to pulmonary tuberculosis, all occurring be- 
fore 1949. Although the problem is now 
much less pertinent, it may be noted that 
we have previously(2) commented on the 
beneficial effect of frontal lobotomy on 
tuberculous schizophrenic patients. 

The very limited number of control pa- 
tients currently out of the hospital again 
confirms the long accepted viewpoint that 
schizophrenia is characteristically a chronic 
disease and that the likelihood of discharge 
declines markedly after 2 years of hospitali- 
zation. 

Aside from immeasurable operative vari- 
abilities, analysis of the factors which may 
have contributed to good or poor results in 
the lobotomy group revealed the following 
data. Correlation with the type of dementia 
praecox, as previously suggested(1), was 
quite well crystallized. Thus, only 10% of 
hebephrenic and simple subgroups were 


out of the hospital, as compared with 28% 
of catatonic and paranoid subgroups and 
50% of mixed or undetermined types. It may 
be inferred that those patients who exhibit- 
ed hebephrenic features predominantly and 
relatively early in the course of the disease, 
ie., those afflicted with so-called “nuclear” 
or “ingrained” dementia praecox, experi- 
enced generally poor results, while those 
whose disease pattern was admixed with 
affective or other “impure” schizophrenic 
features had the best outcome. In similar 
vein, although not so readily subject to 
statistical analysis, was the observation that 
withdrawn, inert, emotionally constricted 
and deteriorated patients exhibited gener- 
ally poor results as compared with those 
who were aggressive, disturbed or emotion- 
ally reactive. 

With respect to chronological factors, it 
was noted that 31% of patients whose illness 
began after the age of 25 were out of the 
hospital, as compared with only 19% of 
those whose illness began before age 25. 
Thus, earlier onset of illness was associated 
with poorer results. Similarly, with respect 
to chronicity of illness, the total duration of 
illness prior to operation was less than 5 
years in 51% of the patients out of the hos- 
pital as compared with 30% of those still 
hospitalized. 

Thus it may be concluded that frontal 
lobotomy, like all other known modes of 
therapy in schizophrenia, achieves its op- 
timal results in patients whose illness is 
associated with long recognized favorable 
prognostic criteria. 
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AN EVALUATION OF AESCIN (AN EXTRACT OF HORSE 
CHESTNUTS ) IN THE TREATMENT OF THE 
PSYCHOSES OF THE SENIUM 


KENNETH LIFSHITZ, M.D., anp NATHAN S. KLINE, M.D.' 


Historically, the horse chestnut has been 
used as a folk remedy since the Middle 
Ages. In 19th century writings it is ascribed 
as having beneficial effects on varicose veins, 
ulcers, hemorrhoids and other diseases in- 
volving “venous and lymphatic congestion.” 

An extract of the horse chestnut ( Aesculus 
Hippocastanum) has been made available, 
under the trade name of “Reparil.”? “Rep- 
aril” is characterized as the sodium salt of 
aescin, a saponin. Over 50,000 doses of this 
substance have been administered to pa- 
tients suffering from various forms of edema- 
tous reactions, such as the edemas following 
acute brain trauma, various bone fractures, 
and venous thromboses. The available Ger- 
man literature states that in these conditions 
aescin has been of value. Experimental 
studies indicate that aescin effects the selec- 
tive permeability and the dynamic equilib- 
rium of blood vessel walls. This plus the 
clinical observation of its favorable effect 
on the altered states of consciousness fol- 
lowing acute brain trauma, led us to conduct 
a screening evaluation for any possible 
beneficial effects of aescin on patients ill 
with psychoses of the senium.’ 

The population sample which we used 
consisted of 10 patients, chronically ill; 8 
having been diagnosed as “psychosis with 
cerebral arteriosclerosis” and 2 as “senile 
psychosis.” The patients ranged in age from 
62 to 76, with a mean age of 70 years. These 
patients had previously been followed for 
periods ranging from 1-2% years in other 
pharmacological evaluation programs and 
were known to have shown no appreciable 
response to oral or intramuscular medica- 
tions. The 10 patients served as their own 
controls. One of the reasons for the relative- 
ly small patient population was the necessity 


1 Rockland State Hospital, Orangeburg, New 
York. 
2 Aescin supplied as “Reparil” by Dr. Madaus 


& Co., Koln am Rhein. 
3 The authors wish to thank Jacob Amold, R.N. 
for his assistance in conducting this study. 


for administering the aescin intravenously, 
since it is inactivated when administered by 
other routes. 

The patients were initially evaluated for 
level of mental functioning and physical 
status ; baseline hemograms and urinalyses 
were done. Blood chemistry determinations 
included serum glutamic oxaloacetic trans- 
aminase, blood urea nitrogen, and direct and 
indirect serum bilirubin (bilirubins were 
done, since it is known that horse chestnut 
extracts are to some degree hemolytic ). The 
mental functioning evaluation consisted of 5 
parts : a psychiatric interview, a scored men- 
tal status test, a scored evaluation by ward 
personnel, the “Wechsler Memory Scale,” 
and 6 of the “Wechsler Adult Intelligence 
Scale” subtests, i.e., information, arithmetic, 
digit span, vocabulary, picture completion, 
and block design. Laboratory determina- 
tions were done weekly, and the other eval- 
uations at the beginning and end of the 
study. 

Two milligrams of aescin solution were 
given daily intravenously, except Saturday 
and Sunday, to a total of 34 injections for 
each patient. 

The evaluation of the results of therapy 
showed one patient with a mild improve- 
ment in overall mental functioning and 
2 patients who appeared more cheerful 
and cooperative following therapy. These 
changes may have resulted from the drug 
or from the increased attention necessitated 
by daily I.V. injections. At the beginning of 
the study 6 patients showed a mild to 
moderate pedal edema. There was a pro- 
gressive decrease in the amount of pedal 
edema in 5 of these patients. The laboratory 
studies showed no evidence of toxicity. 

There was an overall decrease in the 
amount of pyuria shown in the group. One 
possible explanation of this is that because 
of its antiedematous action, aescin reduces 
the size of the hypertrophic prostate so prev- 
alent in this age group with a resultant 
favorable effect on partial urinary obstruc- 
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tion. The indications that aescin has a 
generalized antiedematous action suggests 
that it may be of more value in situations 
where edema of the brain plays a patholog- 
ical role, e.g., acute brain trauma, early 
cerebral vascular accidents and perhaps 
epilepsy. 


In summary, the administration of 34, 2 
mg. I.V. injections of aescin to 10 patients 
with psychoses of the senium produced no 
significant beneficial effect on their mental 
function. Evaluation in other conditions, in- 
cluding uropathy with pyuria, should be 
considered. 


DRUG-INDUCED HEPATIC INJURY : MARPLAN HEPATITIS * 


JAMES A. KNIGHT, M.D.? 


The following case is reported because 
the findings are highly suggestive of a toxic 
hepatitis related to one of the amine-oxidase 
inhibitors, isocarboxazid ( Marplan). 


A 23-year-old white woman suffering from 
a moderately severe endogenous depression 
was started on Marplan, 10 mg. t.id., on 
December 1, 1959, and this dosage level was 
continued with one interruption until March 
23, 1960. The patient was seen at weekly in- 
tervals and on February 24, 1960, complained 
of a skin rash. Medication was discontinued 
for 1 week, during which a dermatologist 
diagnosed the skin rash as pityriasis rosea and 
prescribed Benadryl. The Marplan regimen 
was resumed on March 2, 1960. The clinical 
assumption was that the rash was not related 
to the Marplan therapy. 

During the patient’s regular visit on March 
23, 1960, her jaundice was noted immediately. 
During the preceding several days she had 
noticed a progressively deepening yellowness 
of her skin and eyes. She had a loss of appetite, 
and any intake of food was followed by nau- 
sea. Also she lost her taste for cigarettes. Her 
urine had become dark and her stools light. 
Marplan was discontinued, and the patient 
was hospitalized. The total amount of Marplan 
she had received was 3.18 gms. 

On admission the positive physical findings 
were markedly icteric skin and sclerae ; ten- 
derness over the abdomen, especially in the 
right upper quadrant; hepatomegaly (liver 
margin palpable 4 cm. below costal margin) ; 
and disseminated erythematous scaling erup- 
tions over the trunk and extremities, previously 
diagnosed as pityriasis rosea and now begin- 
ning to heal. 

At admission several laboratory values were 


1 Bibliography available on request. 
2 Assistant Professor of Psychiatry, Baylor Uni- 
versity College of Medicine, Houston, Texas. 


elevated : SGP Transaminase, 540 u/ml. ; SGO 
Transaminase, 150 u/ml.; alkaline phospha- 
tase, 35 units (K-A) ; cephalin flocculation, 
2+ ; thymol turbidity, 5.6 ; bromosulfalein re- 
tention, 8% ; bilirubin, 6.8—indirect, 2.9, direct, 
3.9. The urine contained bile. The following 
laboratory tests were normal and remained so 
throughout the illness: urea nitrogen, blood 
sugar, serum proteins, cholesterol, prothrombin 
time ; hematologic studies, including hemo- 
globin, WBC, differential, platelet count, re- 
ticulocyte count, bleeding and clotting time ; 
and serology. 

The patient remained in the hospital 34 
days. There was a gradual clearing of her 
jaundice, and she was asymptomatic at the 
time of discharge. She remained free of fever 
while in hospital. The elevated laboratory re- 
sults returned to normal levels by the end of 
3 weeks. 

One week after hospitalization a needle 
biopsy of the liver was performed. The surgical 
pathology findings are given as they were re- 
ported by Dr. James C. Brennan : 

“Microscopic Description : The portal triads 
in all areas are heavily infiltrated by inflam- 
matory cells amongst which mononuclear cells 
predominate but polymorphs and significant 
numbers of eosinophils are present in all areas 
as well. The inflammatory exudate in the portal 
triads tends to erode into the peripheral limit- 
ing plate of liver cells and distort this area. 
Some of the liver cells at the periphery of the 
lobules have disintegrated into small cell lakes 
associated with bile stasis here. In the lobules 
there is irregular arrangement of liver cells in 
some areas and little or no change in others. A 
dominant feature is the presence of focal and 
rather irregular necrosis of liver cells occasion- 
ally with the formation of large acidophilic 
bodies which are being excreted into Disse’s 
space. There is considerable nuclear regenera- 
tive activity in the central zones and the mid 
zones of these lobules whilst in the central 
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zones as well there is some atrophy and some 
excessive staining of liver cells by bile pig- 
ment. The histology presented favors more a 
toxic hepatitis than a purely allergic hepatitis 
or a viral infectious hepatitis. 

“Diagnosis : Needle biopsy of Liver : Ac- 
tive toxic hepatitis (subacute), probably 
due to Marplan therapy. The presence of 
eosinophilia in the portal triads, usually as- 
sociated with chlorpromazine-type hyper- 
sensitivity hepatitis, along with a subacute 
necrotizing process of the hepatic cells is a 
morphologic picture more commonly seen 


with toxic drugs than with a primary necro- 
tizing agent such as viral hepatitis where 
eosinophilia in the portal triads is relatively 
unusual. The absence of feathery degenera- 
tion or cell ballooning in the lobules is also 
against the diagnosis of infectious hepatitis.” 

Nine months have elapsed since the pa- 
tient’s discharge from the hospital, and she 
has remained free of any symptoms or signs 
of liver disease during that period. 

Marplan has thus joined the ranks of 
Marsilid and Catron in producing hepatic 
toxicity. 


EXPERIENCES WITH ELAVIL : TREATMENT OF 
FIFTY-ONE CASES OF DEPRESSION * 


MAURIE D. PRESSMAN, M.D.,? anv LAWRENCE B. WEISS, M.D.* 


Fifty-one cases of depression of various 
types (41, involutional or reactive depres- 
sions) were treated with the new drug, 
Elavil. Most patients (45) were over 45 
years old. Roughly, half were severely de- 
pressed and half mildly so. There was a 
special group of 20 depressed patients who 
also had hopeless physical situations. We 
consider this group of special interest. 

Our patients were routinely placed on 
100 mg. per day and dosage adjusted up or 
down, from 50 mg. to 200 mg. per day. 

Results : Improvement usually began after 
24-3 weeks, but varied between extremes of 
4 days to 6 weeks. Seventy-nine percent were 
moderately improved, greatly improved, or 
recovered. If these studies were corrected 
to exclude patients who had uncertain diag- 
noses, as well as those who did not faithfully 
take medication, these results would be 
even better. 

The results in the patients who had de- 
pressions accompanying hopeless physical 
conditions (such as hemiplegia with apha- 
sia, or advanced Kummelstiehl-Wilson’s 


1 This study was made possible by a grant from 
Merck, Sharpe & Dohme. It was carried on at the 
Psychopharmalogical Clinic of the Albert Einstein 
Medical Center, Northern Division, Philadelphia 
47, Pa. 

2 Adjunct in Psychiatry, Albert Einstein Medical 
Center. 

8 Chief, Psychopharmalogical Clinic, Albert Ein- 
stein Medical Center. 


disease ) were gratifying ; 80% recovered or 
showed moderate to considerable improve- 
ment. One would have thought that these 
patients were depressed only in proportion 
to their physical disasters. 

Medical observations : These were carried 
out in detail, as well as thorough laboratory 
testing (alkaline phosphatase, blood sugar, 
B.U.N., C.B.C., urinalysis, and, where indi- 
cated, other liver studies) and showed no 
hepatic or hematopoetic derangement. 

Side Effects : Generally speaking, the side 
effects are unimportant, with the exception 
of marked torpor and sleepiness. This oc- 
curred in 18% and could be controlled by 
halving dosage for 5 days. Other side effects 
were : dizziness, sweats, hypotension, con- 
stipation, difficulty starting urine, blurred— 
dim vision, and epigastric burning. We be- 
lieve that the side effects are less severe than 
with Tofranil, Elavil’s near relative, and that 
this drug has a beneficial tranquilizing effect 
which is absent with Tofranil. 

We would like to re-state our particular 
interest in the findings that the group of 20 
patients, whose depressions accompanied 
very severe physical incapacity (such as 
C.V.A. with hemiplegia and aphasia), re- 
sponded very well. The improvement in 
depression helped them to undertake phys- 
ical therapy and rehabilitation which they 
had been unable to do before administration 
of anti-depressant medication. This allowed 
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them to better their physical situations. We 
feel that the administration of anti-depres- 
sants to patients whose depression is seem- 
ingly in proportion only to their great phys- 
ical loss, is a new area of application. It is 
our belief that very frequently such pa- 
tients have a degree of depression and hope- 
lessness which goes beyond a simple re- 
action to their physical impairment. 
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SERUM TRANSAMINASE TESTS FOR LIVER FUNCTION ON 
OUTPATIENTS IN FOLLOW-UP CLINIC 


YUDELL K. SLOCUM, M.D.* 


A study was conducted on 90 outpatients 
who were receiving assorted ataractic drugs 
over a prolonged period. The purpose of 
this study was to determine whether or not 
continued treatment with the ataractic drugs 
would produce liver change. These patients 
had all been hospitalized prior to their out- 
patient care and had been treated with dif- 
ferent ataraxics until their maintenance dos- 
age on particular drugs was determined. 

These patients had been mentally ill for 
a time range of 1 to 46 years. Forty pa- 
tients (44%) had been ill from 1 to 10 
years ; 42 (47%) from 11 to 20 years; the 
remaining 8 (9%) over 20 years. 

The age range of the patients was 25 to 
67 years, average 42 years. 

The time during which these patients re- 
ceived ataractic drugs on the follow-up 
service extended from 1 month to 4 years. 
Twenty-seven (30%) received medication 
for 1 to 6 months ; 34 (38%) 7 to 12 months ; 
23 (26%) 2 to 4 years ; the remaining 6 (6%) 
2 to 4 years. The drugs prescribed were the 
7 more commonly accepted ataraxics used 
today (Table 1). 

The serum transaminase determination 

1 Veterans Administration Hospital, Northport, 
N. Y. 


TABLE 1 


Ataractic Drugs and Average Daily Dose of 90 Patients in 
a Follow-Up Clinic 


NO. OF PATIENTS DRUGS AVERAGE DAILY DOSE (mg.) 


Thorazine 150 
Trilafon 24 
Stelazine 6 
Compazine 30 
Mellaril 150 
Vesprin 150 
Equanil 400 
Serpasil 75 


was done since it is an indicator of acute 
cellular damage of the liver due to any 
cause and has been recommended for peri- 
odic screening of patients maintained on 
drugs potentially toxic to the liver(1-3). 

The study shows that of 90 outpatients on 
various levels of drugs, 89 had a normal 
transaminase test. One patient showed an 
abnormally high level (the lowest patholog- 
ical level), although he continued treatment 
with the mildest ataraxic. He was a known 
alcoholic and the results of this test may 
have been due to a liver showing changes 
of damage prior to use of the drug (Equa- 
nil, 200 mg. daily dosage). 

These tests followed a 4-year period of 
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treatment with the drugs. Although results 
were normal, it is still felt that a regular test 
of the liver and an occasional blood count 
should be done for the benefit of those re- 
ceiving such medication. 


CONCLUSIONS 


The dosage of ataraxics which these pa- 
tients were receiving was considered to be 
their maintenance dosage and the smallest 
amount of treatment necessary, which may 
be the reason for the negative reports of 
liver damage. The effect of the medication 
on the individual patient, not the medicine 
or chemicals themselves, must be the pri- 
mary consideration in all treatments(4). It 
is felt that the medication has kept these 


patients out of hospitals and helped them 
in adjusting for prolonged periods without 
the risk of harmful effects on the liver, even 
though they are not cured of their original 
mental illnesses(5). 
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IMIPRAMINE (TOFRANIL) IN THE TREATMENT OF ENURESIS 


ANNA J. MUNSTER, M.D., ALFRED M. STANLEY, M.D., anp 
JOHN C. SAUNDERS, M.D." 


In a previous clinical note, MacLean * 
reported on the favorable results of giving 
imipramine to children for bed wetting. We 
initiated this study to evaluate further the 
efficacy of this method of treatment. 

We selected 16 female patients from the 
same building with the chief complaint of 
“weakness,” i.e., enuresis. All of these girls 
(ages 8-16 years ) had previously cooperated 
in the hospital program for the relief of their 
enuresis. This program included psycho- 
therapy, both individual and group as well 
as tranquilizers, voluntary fluid control and 
tincture of belladonna. With this treatment 
there was at times transient improvement 
but consistent relapses occurred often ac- 
companied by guilt feelings and self-accusa- 
tions. Other adolescents reacted to relapses 
not as personal failures but by rejecting 
their family or by attempting to manipulate 
the physician. Only those who presented a 
consistent pattern with high frequency of 
enuresis were selected for imipramine ther- 
apy. 

We administered imipramine once at bed- 


1 Rockland State Hospital and Research Facility, 
Orangeburg, N. Y. 

2 MacLean, R. E. G.: Am. J. Psychiat., 117: 
511, 1960. 


time either in dosage of 25 or 50 mg. de- 
pending on age and physical development. 
Patients under 12 years or over 12 but re- 
tarded physically, were given 25 mg. ; those 
over 12 years or under 12 but physically 
precocious were given 50 mg. imipramine. 
The tranquilizers, reserpine or phenothia- 
zine, which they were receiving, alone or in 
combination, for their psychoses were con- 
tinued during the periods of imipramine 
therapy. 

The response to treatment with imipra- 
mine was completely satisfactory in that all 
patients experienced alleviation of their 
enuresis and this confirms the findings re- 
ported.? The response to therapy occurred 
following the first dose and continued 
through the period of therapy. When the 
therapy was discontinued the enuresis re- 
turned immediately. We repeated the thera- 
peutic cycle with imipramine 3 times and 
the response was consistent alleviation of 
enuresis while receiving the drug. 

This effect cannot be interpreted as a 
placebo response since the girls continued to 
receive the tranquilizer therapy both with 
and without imipramine. If they were place- 
bo responders at least some of them would 
have responded to one of the tranquilizers 
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and that they did not do. The tranquilizer 
therapy was discontinued in one patient and 
she responded to the imipramine and enu- 
resis returned when it was discontinued. 
Since MacLean used only imipramine we 
also conclude that it is the essential agent in 
controlling the enuresis. 

In conclusion, we find imipramine to be 


an effective and safe drug for the alleviation 
of enuresis in adolescent females and that 
this effect is not a placebo response is indi- 
cated by our study. The alleviation of 
enuresis permits home care or agency place- 
ment when previously this condition was 
put forward as an excuse to prevent ac- 
ceptance. 


DIABETIC CONTROL WITH CHLORPROPAMIDE IN A 
PSYCHIATRIC HOSPITAL : A PRELIMINARY REPORT 


THOMAS G. LUPO, M.D., anp STANLEY M. TARNOWSKI, M.S." 


Management of diabetes within a psychi- 
atric hospital creates many special problems. 
We were interested in the practicability of 
converting a group of diabetic psychiatric 
patients from insulin to chlorpropamide 
( Diabinese ).? Thirty diabetic patients whose 
psychiatric diagnoses were predominately 
schizophrenia were chosen for study. Insulin 
requirement for the group was 5 to 100 
units ; the age range 30 to 60 years. 

During the control period and concurrent 
with the chlorpropamide medication, stand- 
ard laboratory procedures relative to liver 
and renal functions, hematological aspects 
and glucose levels of body fluids were ac- 
complished. Chlorpropamide substitution 
for insulin was on the basis of 100 mg. 
chlorpropamide for every 10 units of insulin 
administered. Those taking 20 or less units 
of insulin were immediately converted to 
the chlorpropamide. Those requiring from 
20 to 100 units took up to 10 days for com- 
plete switch-over. Twenty-two patients were 
successfully converted from insulin to chlor- 
propamide. Nine patients whose insulin re- 
quirements were 5 to 25 units (usually NPH 
insulin) were satisfactorily controlled over 
a 6-month period with chlorpropamide. The 
initial dose was 250 mg. One patient of this 
group required 500 mg. of the drug daily for 
control. Another group of 9 patients re- 
quired from 30 to 50 units of insulin daily. 
Their initial dose of chlorpropamide was 
250 mg. Satisfactory diabetic control was 
accomplished over a 6-month period with 
dosages varying between 250 mg. to 500 mg. 

1 Veterans Administration Hospital, Waco, Tex. 

2 Supplied by Pfizer Laboratories. 


daily. Four patients whose insulin require- 
ments were 55 to 100 units daily were satis- 
factorily controlled for 6 months with 500 
to 1000 mg. of chlorpropamide daily. 
Eight patients originally included in the 
study were soon dropped because of the 
development of skin disorders resembling 
dermatitis medicamentosis (5 patients) and 
unsatisfactory diabetic control (3 patients ). 
No permanent unfavorable side reactions 
relative to hematological, kidney or liver 
involvement were noted in this study. 
Preliminary results indicate that in some 
patients with concurrent psychiatric condi- 
tions control of diabetes with chlorpropa- 
mide is practical. Twenty-two patients with 
insulin requirements up to 100 units daily 
were successfully converted to this oral hypo- 
glycemic agent. Any reduction in the amount 
of work necessary to prepare and treat some 
35 to 40 diabetics on a psychiatric ward is 
of course noticeable and very welcome. Our 
pilot study reduced the amount of necessary 
injections approximately one-half. One of 
the most satisfying results was a definite 
improvement in the morale and emotional 
outlook of diabetic patients. Most of them 
have come to accept the nurses, nursing as- 
sistants and ward physician as less punitive 
and dictatorial individuals. They are now 
more receptive of other avenues of approach 
and treatment of their psychiatric problems. 
The largest benefits will have been realized 
when these patients after returning to their 
homes, can enjoy a more carefree and nor- 
mal existence. We readily recognize that the 
supervision of psychiatrically disabled indi- 
viduals in their home environment is diffi- 
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cult enough without superimposing the 
problem of diabetes and the responsibilities 
which go with it. When the treatment of 
diabetes is reduced to that of merely taking 
a pill it so simplifies the patient's care and 
needs, that it allows the family to pay more 
attention to the emotional needs of the in- 
dividual. Several patients have already gone 
on leaves of absence and trial visits, remain- 
ing away from the hospital as long as 3 
months and have written to us reporting 


that they are now realizing the benefits of 
oral hypoglycemic substitutes for insulin. 
Before they were released from the hospital, 
our primary concern was whether or not 
these patients and their families would ac- 
cept the importance and seriousness of cor- 
rect medication in the form of a pill with 
the same respect given previously to insulin. 
From the reports it appears that our fears 
were unwarranted. In the meantime our 
hospital study continues. 
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EFFECT OF IMIPRAMINE (TOFRANIL ) ON DEPRESSION AND 
HYPERKINESIA IN HUNTINGTON’S DISEASE 


J. WHITTIER, M.D., G. HAYDU, M.D., anv J. CRAWFORD, M.A.' 


Since Huntington’s report in 1872(1), de- 
pression has been recognized as a frequent 
symptom in the syndrome of chronic pro- 
gressive hereditary chorea. 

A remarkable decrease in depression was 
observed under treatment with imipramine 
(Tofranil, Geigy) in a female outpatient 
having the disease. 


A 41-year-old white housewife was referred 
for study to Creedmoor Institute in August 
1959 by a local psychiatrist. Her mother had 
died at 71, having had Huntington’s disease for 
29 years. 

Six years prior there had been onset of dim- 
inution in interest, slowing of activity, and fa- 
tigue. She was at that time found to be mildly 
hypertensive. Hyperkinesia appeared 4 years 
later, manifested by mild choreoid activity of 
feet or legs, extension-flexion movements of the 
trunk and inability to sit still, the latter es- 
pecially noticeable during attendance at church. 
Gradually, depression appeared. Activities be- 
came effortful. She was bored with work, could 
not force herself to do housework or former 
hobbies, and began to lie down several hours 
each afternoon. With progression of the illness, 
she said that she wished she were dead, hated 
to return to the house after trips, stopped 
laughing altogether and smiled only rarely. It 
was soon necessary for her husband to bathe 
her, to help her dress, and to comb her hair. 
She began to remain bedfast most of the day 
due to weakness, became occasionally incon- 
tinent of urine and feces, retained food and 
saliva in her mouth for long periods, and had 
to be reminded to keep herself clean. There 
was gradual weight loss from 132 Ibs. to 116. 
Medications had included reserpine to total 
daily dose 6 to 8 mg., which diminished the hy- 
perkinesia somewhat, but was accompanied by 
somnolence. 

Following examination at the Institute, rec- 
ommendation was made to the local physician 
for a trial of imipramine 25 mg. t.i.d., increased 
to q.i.d. if no change ensued. One month later, 


1 Creedmoor Institute for Psychobiologic Studies, 
Queens Village, N. Y. 


the husband reported that dosage had been in- 
creased to 100 mg. daily after 10 days, her 
mood had improved markedly, her appetite had 
increased, and she had begun to take interest 
in former activities. An increase in blood pres- 
sure was noted by her physician, and treated. 
Mood and behavioral improvements continued 
through the fall with family and friends recog- 
nizing “amazing change” from the previous 
summer. She returned to baking cakes and pies, 
no longer required assistance in bathing, dress- 
ing, or toilet care and took only occasional 
naps. Weight gradually increased to 139 lbs. 

Re-examination at the Institute May 26, 
1960, 9 months after imipramine was begun 
confirmed reports of change by physicians and 
family. Frequency, amplitude, and forcefulness 
of choreoid activity were noted to be somewhat 


increased. 


The only other report of increase in the 
hyperkinesia of Huntington’s disease under 
treatment with antidepressant medication 
known to us appeared in an entry under 
“side effects” in 1 case given tranylcypro- 
mine (Parnate, SKF)(2). Trial of imipra- 
mine and other antidepressants in treatment 
of depression associated with Huntington’s 
disease, and systematic investigation of ef- 
fect of these drugs on hyperkinesia appear 
warranted. 


SUMMARY 


A case of Huntington’s disease is reported 
showing remarkable improvement in mood 
and behavioral manifestation of depression 
under treatment with imipramine. The 
choreoid hyperkinesia was observed to in- 
crease in severity. 
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REPORT OF A CASE OF CARCINOMA OF THE LUNG WITH 
METASTASIS TO THE BRAIN, SIMULATING PICK’S DISEASE 


JAMES K. HALL, M.D.! 


The patient, a 64-year-old woman, was ad- 
mitted to the sanatorium on October 9, 1955. 
She had had considerable examinations in 
other hospitals and by other physicians prior 
to admission to Westbrook. The patient had no 
complaints but she had shown personality 
change and failing memory since early 1954, at 
least. Neurological examination in December, 
1954 was entirely normal, but x-ray of the 
left lung showed an “oval density 4 x 3 cms. 
near the periphery of the left first interspace. 
It was well-defined and apparently of long 
standing with no excavation.” The impression 
was that degenerative cerebral disease was the 
most likely cause of symptoms. The nature of 
the pulmonary disease was undetermined at 
the time (December, 1954) and surgical in- 
tervention was decided against. 

At examination in March 1955, the patient’s 
indifference, perseveration, and memory diffi- 
culty had increased. Pneumoencephalogram re- 
vealed moderately diffuse cerebral atrophy 
with some dilatation of the ventricular system. 
Electroencephalogram was compatible with 
the diagnosis of cortical atrophy with evidence 
of greater involvement on the left side. No 
localizing neurological signs were found. 
Ophthalmologic examination revealed no signif- 
icant ocular pathology and visual fields were 
full. 

The patient remained at home between 
March and October, 1955 but her activities 
had to be restricted and this resulted in some 
irritability. She no longer could be allowed to 
drive a car after she side-swiped three or four 
cars one day. She claimed that happened when 
a package fell off the front seat and she 
reached down to get it. She and her husband 
went to Europe in the summer of 1955 and he 
noted that her reactions then were far from 
normal. 

On admission to Westbrook, custodial care 
was all that was expected could be provided 
for the patient. The diagnosis of a presenile 
organic brain condition such as Pick’s or Alz- 
heimer’s disease seemed assured. The lesion 
in the apex of the left lung was known to be 
present, but several x-rays had revealed no 
change in it. A psychological test on October 
30, 1955 supported the diagnosis of chronic 
brain syndrome. 


1 Westbrook Sanatorium, Richmond 27, Va. 


The patient died May 2, 1958. For several 
weeks she had gradually become weaker, there 
was some vomiting (probably of cerebral 
origin) and there was moderate fever. The 
downhill course continued despite treatment 
with antibiotics and intravenous feedings. 

The patient’s mental condition gradually 
deteriorated during hospitalization. She was 
at all times quite indifferent to her surround- 
ings but usually pleasant and friendly in man- 
ner, although frequently restless and wander- 
ing about the building at night. Visits from 
family and friends seemed to mean little to 
her. She became progressively more untidy 
in her habits. 

Autopsy revealed carcinoma of left upper 
lobe of lung with metastasis to lungs, anterior 
and posterior mediastinal lymph nodes, adren- 
als, thyroid, and cerebellum. There was com- 
pression of the fourth ventricle by metastatic 
tumor, and internal hydrocephalus. The cortex 
showed no appreciable loss of neurons, and no 
evidence of vascular disease. The brain stem 
showed no change other than pressure effect 
in the region of the fourth ventricle. Sections 
of the cerebellum showed adenocarcinoma 
identical to that seen in the lung and else- 
where, with abundant mucin production. 

The lungs revealed the tracheo-bronchial 
tree filled with purulent mucus. Both lungs 
were studded with 1-2 mm. firm gray nodules 
throughout all lobes. In the left upper lobe 
there was a 6 cm. gray mucinous mass sur- 
rounding the superior segment bronchus. There 
was extensive involvement of lymph nodes in 
the chest cavity and of the adrenal medulla by 
metastatic carcinoma. 

The liver, pituitary, heart, aorta, skin, pan- 
creas, and spleen were not remarkable. 

The brain in the fixed state weighed 1450 
grams. The dura was adherent to the skull, the 
vessels showed no appreciable atheromatous 
deposit. The left meninges were somewhat 
cloudy. There was no appreciable widening 
of the sulci nor narrowing of the gyri. The 
vessels at the base of the brain were delicate 
and showed very minimal atherosclerosis. No 
thrombi were demonstrated. Multiple parallel 
sections were made through the brain. The 
lateral ventricles were considerably dilated, as 
was the third. No focal lesions were seen in 
the cerebral hemispheres. The aqueduct of 
Sylvius was dilated. The central portion of the 
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cerebellum was replaced by a 5 cm. mucinous 
tumor lying in the midline, adherent to the 
dura, and compressing the fourth ventricle 
which was not dilated distal to the point of 
compression. 

It would seem probable that this patient’s 
brain pathology and mental symptoms were 
due entirely to the metastatic tumor in the 
cerebellum which resulted in internal hydro- 
cephalus. The patient had given evidence of 
organic brain disease for at least 4 years. 


The case is considered interesting be- 
cause there were no localizing neurologic 
signs despite extensive involvement of the 
cerebellum, and the patient’s mental con- 
dition seemed so typical of a presenile or- 
ganic disease such as Pick’s. The increased 
incidence of lung cancer may be expected 
to result in other cases with intracranial 
metastasis and organic brain symptomatol- 


ogy. 
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CHICAGO MEETING HIGHLIGHTS 


The 117th Annual Meeting of the Ameri- 
can Psychiatric Association was held at 
the Morrison Hotel, Chicago, Illinois, May 
8-12, 1961. The total registration was 4,292 
including 2,054 members, 1,385 non-mem- 
bers, 519 wives of members, 274 exhibitors 
and 60 press representatives. The Program 
included 123 scientific papers and 24 Round 
Tables. 

The opening exercises were called to 
order by the President, Dr. Robert H. 
Felix, at 9:30 a.m. on May 8. The Invocation 
was given by the Right Reverend Gerald 
Francis Burrill, Episcopal Bishop of Chi- 
cago, followed by welcoming remarks by 
the Honorable Otto Kerner, Governor of 
Illinois. After the President had introduced 
Dr. Walter E. Barton, President-Elect, sev- 
eral Awards were presented. Professor 
Sheldon Glueck, Roscoe Pound Professor of 
Law at Harvard, was announced as the 10th 
winner of Isaac Ray Award for outstanding 
contributions in furthering understanding 
between the law and psychiatry. As re- 
cipient he will deliver a series of lectures at 
Tulane University during the 1961-1962 
academic year. The Hofheimer Prize was 
awarded to Seymour Levine, Ph.D., of the 
Maudsley Hospital in England and several 
co-researchers for studies on infantile ex- 
perience and the effects thereof upon ma- 
turation of the neuroendocrine system. The 
winner of the 1960 Mental Hospital 
Achievement Award was the Larned (Kan- 
sas) State Hospital, with Honorable Men- 
tion Awards to the Mental Health Institute 
of Clarinda, Iowa and to the New Jersey 
State Hospital at Marlboro. Reports were 
presented by Dr. John R. Saunders, Speaker 
of the Assembly ; Dr. Mathew Ross, Med- 
ical Director ; Dr. C. Knight Aldrich, Co- 
Chairman of the Arrangements Committee ; 
and Dr. John Donnelly, Chairman of the 
Program Committee. The Secretary, Dr. 
C. H. Hardin Branch, announced the official 
membership count as of March 31, 1961 as 
11,637 and the Treasurer, Dr. Addison M. 
Duval, presented a financial report. The 
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membership was considerably enlarged 
with the approval of the candidates recom- 
mended by the Membership Committee 
and the Council. A total of 682 new mem- 
bers were added—372 Associate Members 
and 310 Members. Of this number, 10 
Associate Members and 7 Members had 
previously been approved by certified Dis- 
trict Branches so that further action was not 
necessary. An additional 180 candidates 
were advanced from Member to Fellow. 
Upon recommendation by the Policy Com- 
mittee and the Council, the Prairie Pro- 
vinces District Branch (Alberta, Manitoba 
and Saskatchewan) was approved by the 
membership bringing the number in the 
Assembly to 53. The Presidential Address, 
entitled “Psychiatrist, Medicinae Doctor,” 
was delivered by Dr. Felix with the re- 
sponse by Dr. Barton. Dr. Earl Bond read 
a Memorial to the late Past-President Ar- 
thur H. Ruggles which was followed by a 
moment of silence in memory of the de- 
ceased members of the Association. The 
Opening Exercises were closed with a 
Benediction by the Reverend Vincent V. 
Herr, S.J., Chairman of the Psychology De- 
partment of Loyola University, Chicago. 
The first Business Session was called to 
order by the President on Tuesday after- 
noon, May 9, at 2:00. Dr. Evelyn Ivey, 
Chairman of the Board of Tellers, an- 
nounced the results of the election of Of- 
ficers for 1960-61 as follows: Dr. C. H. 
Hardin Branch, President-Elect ; Dr. Henry 
W. Brosin, Vice-President; Dr. Titus H. 
Harris, Vice-President; Dr. Harvey J. 
Tompkins, Secretary; Dr. Addison M. 
Duval, Treasurer ; and incoming Council- 
lors, Dr. Alfred Auerback, Dr. Herbert S. 
Ripley, and Dr. Ceci] L. Wittson. Reports 
were presented by the three Coordinating 
Committee Chairmen: Dr. Harvey J. 
Tompkins, Technical Aspects of Psychi- 
atry; Dr. Howard P. Rome, Professional 
Standards ; and Dr. Paul V. Lemkau, Com- 
munity Aspects of Psychiatry. After a brief 
recess, the Convocation of Newly Elected 
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Fellows began with the Processional March 
at 3:00 p.m. A total of 133 new Fellows at- 
tended the ceremony. The Fellowship Lec- 
ture was presented by Dr. Seymour S. Kety, 
Chief, Laboratory of Clinical Science, Na- 
tional Institute of Mental Health, on “The 
Heuristic Aspect of Psychiatry.” The cere- 
mony was concluded with a Recessional 
March. 

The second Business Session was held on 
Wednesday morning, May 10, and was 
called to order by the President at 9:30 a.m. 
The Secretary presented his report to the 
membership reviewing the actions of the 
Council since the last Annual Meeting. 
These were approved on motion from the 
floor. The most significant item in the re- 
port was a proposed raise of dues in the 
amount of $5.00 for Associate Members 
and $10.00 for Members and Fellows. This 
proposal was approved by the Council as 
recommended by the Budget Committee. 
Following a discussion of the matter, the 
proposal was approved as a separate item of 
business. 

The Annual Dinner was held on Wednes- 
day evening at 7:30 in the Terrace Casino 
of the Morrison Hotel. The President intro- 
duced the foreign guests and the represen- 
tatives of other professional associations 
who were in attendance. Dr. D. Ewen Cam- 
eron presented inscribed gavels to each of 
the eight Past-Speakers of the Assembly : 
Dr. Joseph Abramson, 1953-1954 ; the late 
C. N. Baganz, 1954-1955, received post- 
humously by Mrs. Baganz ; Dr. Addison M. 
Duval, 1955-1956 ; Dr. Mathew Ross, 1956- 
1957 ; Dr. Walter H. Obenauf, 1957-1958 ; 
Dr. David C. Wilson, 1958-1959, received in 
absentia ; Dr. Alfred Auerback, 1959-1960 ; 
and Dr. John R. Saunders, 1960-1961. The 
Past-President’s Pin was presented to Dr. 
Felix by Dr. Earl D. Bond, the oldest sur- 
viving Past-President. The evening’s en- 
tertainment was concluded with dancing. 

The final Business Session was held on 
Friday morning, May 12, at 11:30. After 
calling the meeting to order, Dr. Felix spoke 
briefly regarding his Presidency and ex- 
pressed his appreciation to the membership 
and to the staff for their assistance and 
cooperation during his term of office. He 
then installed Dr. Barton as President. Fol- 
lowing Dr. Barton’s remarks, Dr. Felix read 


the names of the Committee Chairmen and 
Councillors who were retiring from office. 


‘The Secretary reported the actions of the 


Council from its meeting on May 11 and 
these were approved by the membership 
upon motion from the floor. 

The Adolf Meyer Lecture was presented 
by Dr. John Bowlby, Corresponding Fel- 
low, of London, England on “Childhood 
Mourning and Its Implications for Psychi- 
atry.” Two papers on communication pre- 
sented by invitation were well-received : 
“Communication Amongst Automata” by 
Heinz Von Foerster, Ph.D., Professor of 
Electrical Engineering at the University of 
Illinois, and “Animal Communication” by 
Hubert W. Frings, Ph.D., Professor of Zool- 
ogy at Pennsylvania State University. 

The Assembly met on May 8-9 with rep- 
resentatives of 51 of 53 District Branches in 
attendance. Their Officers for 1961-1962 are 
Dr. Edward Billings, Speaker ; Dr. G. Wilse 
Robinson, Jr., Speaker-Elect ; Dr. Lester 
Shapiro, Recorder ; and Dr. John R. Saun- 
ders, Past-Speaker. Area Members of the 
Policy Committee are Northeast (1), Dr. 
Robert Garber, Member, and Dr. Benjamin 
Wiesel, Alternate ; New York (II), Dr. Wil- 
liam Holt, Member, and Dr. Duncan White- 
head, Alternate ; Southern (III), Dr. Ham- 
ilton Ford, Member, and Dr. Frederick 
Woodson, Alternate; Midwest (IV), Dr. 
Philip Reed, Member, and Dr. Ewing 
Crawfis, Alternate; Western (V), Dr. G. 
Creswell Burnes, Member, and Dr. Barnard 
L. Diamond, Alternate. Dr. Walter H. 
Obenauf will again serve as Parliamentarian 
for the Assembly. 

The annual luncheon of the Modern 
Founders was held on Wednesday, May 10, 
in the Clark Room of the Morrison Hotel 
with Dr. and Mrs. Francis J. Gerty acting 
as hosts. Approximately 60 members and 
guests were in attendance including 5 new 
Modern Founders who were welcomed 
into the group. 

In addition to the events mentioned 
above, there were numerous meetings, 
luncheons, reunions and parties all of which 
helped make this Annual Meeting such an 
eminent success. It was altogether fitting 
for a scientific and social meeting of this 
significance to climax the activities of the 
Association during the past year under the 
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guidance of our immediate Past-President, 
Dr. Robert Felix. And as Dr. Felix noted 
at the final Business Session, special recog- 
nition should be given to the Officers, the 
Committee members and the staff for their 
invaluable service throughout the year. 
However, on this occasion it seems ap- 
propriate to commend the work of the 
several Committees and staff members 


whose collaborative efforts were instru- 
mental in the success of this Annual Meet- 
ing: Mr. Austin M. Davies, the Executive 
Assistant ; Dr. Mathew Ross, Medical Di- 
rector ; Messrs. Robinson and Turgeon of 
the Central Office; and particularly the 
Committees on Arrangements and Program. 
C, H. Hardin Branch, M.D., 

Secretary. 


WHEN IS A DOCTOR NOT A DOCTOR ? 


From the A.M.A. news of the recent past 
we quote with permission the story of an 
East German physician who had taken re- 
fuge in West Germany. When questioned as 
to his feelings about deserting his patients 
in East Germany he said : 

“The question comes to my mind : Was I 
still a doctor before I decided to leave ? Is 
anyone still a doctor who cannot really heal 
people because he lacks the right facilities 
and is supposed to feed his patients political 
slogans instead of medicines ? Is a doctor 
still a doctor if the state and party reduce 
him to a mere state functionary ; if he is 


asked to work as a party propagandist ; if he 
is ordered to declare sick people fit to work 
against his better knowledge, if he is given 
insufficient means to heal and to help and if 
he is hemmed in on all sides ? 

“Can he sleep with a clear conscience, can 
he still call himself a doctor if, against his 
conscience, he is compelled to carry out or- 
ders given him by the government, even 
though he knows these orders are not in the 
best interests of the sick, but only in the 
interests of the state and the party ?” 

And this refugee doctor concluded “that I 
really was not a doctor any longer.” 


THE EDITORIAL BOARD 


Owing to the resignation of Dr. John C. 
Whitehorn, professor emeritus of psychi- 
atry, Johns Hopkins University School of 
Medicine, a new name appears among the 
associate editors this month. Dr. Whitehorn 
had given a long period of valuable service 
to the Editorial Board, aiding by his counsel 
in the shaping of policy, and making im- 
portant and often quoted contributions to 
the pages of the Journal ; we shall feel as- 
sured in seeking his counsel in the future as 
in the past as occasion may arise. 

At the meeting of the Editorial Board, 
May 9, it was unanimously voted to present 
to Council the name of Dr. Lorne D. Proc- 
tor, head of the department of neurology 
and psychiatry, the Henry Ford Hospital, 
Detroit, to fill the vacancy. At the meeting 
of Council, May 11, this was done and by 
vote without debate the appointment was 


duly recorded. Dr. Proctor is a diplomate 
of the Royal College of Physicians of Can- 
ada as well as of the American Board of 
Psychiatry and Neurology. He is a member 
of the American Academy of Neurology 
and of the venerable College of Physicians 
of Philadelphia. For some years he col- 
laborated with Sir Frederick Banting as re- 
search associate, and during his 10 years 
service with the Henry Ford Hospital one 
of his most significant achievements was the 
organizing in 1957 of the International 
Symposium on the Reticular Formation. He 
collected and edited the proceedings of the 
Symposium which were published in book 
form in 1958. 

We feel that Dr. Proctor’s membership 
will notably strengthen the Editorial Board 
and we welcome him to this fellowship. 
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Editor, THe AMERICAN JOURNAL OF PsycHI- 
ATRY : 

Sm: The article, “Cardiac Arrest and 
Electroshock Therapy,” by Genevieve A. 
Arneson, M.D., and Tarver Butler, M.D., 
which appeared in the May 1961 issue of 
The American Journal of Psychiatry, was 
of great interest to me. 

Last year I had a patient who developed 
cardiac arrest. The arrest, however, de- 
veloped following the administration of 
intravenous Evipal with Succinyl. The pa- 
tient was administered 300 mg. of Evipal, 
intravenously, over a one-minute period. 
This was followed by 60 mg. Succinyl, in- 
travenously. As is usual with this procedure, 
positive pressure oxygen was immediately 
instituted. Despite the oxygenation, the pa- 
tient developed cyanosis. His pulse could 
not be elicited nor could heart sounds be 
detected by stethoscope. A diagnosis of 
cardiac arrest was made by two physicians 
who were present. From our Reiter, Model 
CW-47, electric shock apparatus, one elec- 
trode was placed posterior to the heart and 
the other electrode over the precordium. 
% second shock of 50 milliamperage, 110- 
volt current, was administered three times 


CORRESPONDENCE 


TREATMENT OF CARDIAC ARREST 


PHILOSOPHY TOMORROW 


over a period of five to ten seconds. Almost 
immediately the cyanosis began to clear. 
The pulse was now discernible and soon be- 
came full and strong. The heart sounds re- 
turned. No shock treatment, in the ordinary 
sense, was administered. Within five min- 
utes the patient was awake and talking. His 
blood pressure was now within normal 
limits. Electrocardiogram revealed no ab- 
normalities. 

It is believed that the cardiac arrest oc- 
curred because of sensitivity to the Evipal. 
I believe that the use of the ordinary elec- 
tric shock apparatus in restoring his heart- 
beat was life-saving. Psychiatrists who en- 
counter the complication of cardiac arrest 
in the future might find it worthwhile to 
consider that they have at hand a very 
potent instrument for stimulating the heart. 
Further thought might be given to this 
method of cardiac resuscitation. 

I believe this procedure might be useful 
in restoring the heartbeat where the arrest 
has occurred from electric shock treatment, 
surgery or other causes. 


Corbett H. Thigpen, M.D., 
Augusta, Ga. 


Philosophy still has a work to do. It may gain a role for itself by turning to con- 
sideration of why it is that man is now so alienated from man. It may turn to the 
projection of large generous hypotheses which, if used as plans of action, will give 
intellectual direction to men in search of ways to make the world more one of worth 
and significance, more homelike, in fact. There is no phase of life, educational, economic, 
political, religious, in which inquiry may not aid in bringing to birth that world which 
Matthew Arnold rightly said was as yet unborn. Present-day philosophy cannot desire 
a better work than to engage in the act of midwifery that was assigned to it by 


Socrates twenty-five hundred years ago. 


—Joun DEWEY 
(Problems of Men) 
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NEWS AND NOTES 


DEPARTMENT OF PsYCHIATRY AT THE UNI- 
VERSITY OF VERMONT COLLEGE OF MeEDI- 
cinE.—The office of the Dean has an- 
nounced the establishment of a depart- 
ment of psychiatry. Previously, psychiatry 
has been a division of the department of 
medicine. Chairman of the newly created 
department is Dr. Thomas J. Boag, assist- 
ant to the Director of the Allan Memorial 
Institute of Psychiatry and an Assistant 
Professor at McGill University. Dr. Boag, 
a native of Liverpool, England, received his 
medical degree from the University of Liv- 
erpool. 

He will take up his new duties at the 
University of Vermont College of Medicine 
on July 1 as a full-time Professor and 
Chairman of the Department of Psychiatry. 


NATIONAL CounciL ON CRIME AND DeE- 
LINQUENCY.—The national Research and 
Information Center on Crime and Delin- 
quency of the National Council has been 
established as a clearing house for current 
research and projects to control crime and 
to prevent juvenile delinquency. The Center 
is supported by grants from the Rockefeller 
Brothers Fund and the National Institute 
for Mental Health of the Department of 
Health, Education, and Welfare. It is locat- 
ed at 44 E. 23rd St., New York 10, N. Y. 

It will collect and disseminate information 
not only on research, but also on all pro- 
grams in institutions and services, experi- 
ments, developments and demonstrations. 
Dr. Hyman H. Frankel is Director of the 
Center. 


Tue Psycuatric Hos- 
PITAL.—The appointment of Dr. Philip Me- 
chanick as Medical Director of the Philadel- 
phia Psychiatric Hospital has been an- 
nounced by Mr. Abe Cooper, President of 
the Hospital. 

Dr. Mechanick, a diplomate in psychiatry 
has been associated with the Hospital since 
1955. He has served as Clinical Director and 
Acting Medical Director. He is a graduate 
of the University of California Medical 
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School in San Francisco and received his 
psychiatric residency training at Langley 
Porter Clinic, San Francisco. 


Los ANGELES SocieTy oF NEUROLOGY AND 
Psycuiatry.—At the annual meeting of the 
Society, January 18, 1961, the following 
officers were elected : President, Nicholas A. 
Bercel, M.D.; President-Elect, Robert P. 
Sedgwick, M.D. ; Secretary-Treasurer, Rob- 
ert N. Baker, M.D. 

Councilors: John D. French, M.D., Au- 
gustus S. Rose, M.D., G. Creswell Burns, 
M.D., Carlo P. DeAntonio, M.D., John R. 
Peters, M.D. 


Founpations’ Funp For ReEsEARCH IN 
Psycuiatry.—The Foundations’ Fund an- 
nounces the award of four grants of $250,- 
000 each toward the endowment of four 
permanent research positions in depart- 
ments of psychiatry. Awards have been 
made to the psychiatry departments of the 
following universities : University of Chi- 
cago School of Medicine, Columbia Univer- 
sity College of Physicians and Surgeons, 
University of Utah College of Medicine, 
and Yale University School of Medicine. 
Each of these medical schools will appoint 
a research psychiatrist to the newly created 
position on their faculty. 

These awards were made possible by a 
1956 grant from the Ford Foundation to the 
Foundations’ Fund for Research in Psychi- 
atry for the support of the training of psy- 
chiatric investigators in the mental health 
fields. 

Max M. Levin, Ph.D., 251 Edwards St., 
New Haven 11, Conn. is executive officer 
of the Fund, and F. C. Redlich, M.D., pro- 
fessor of psychiatry, Yale University School 
of Medicine is chairman of the Board of 
Directors. 


McLean Hosprrau’s 150TH ANNIVERSARY. 
—On May 15 and 16, 1961 a two-day sym- 
posium, “A Multidisciplinary Research Pro- 
gram in a Mental Hospital,” was held at 
historic McLean Hospital to commemorate 
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the 150th anniversary of the incorporation 
of McLean and Massachusetts General Hos- 
pitals. 

On May 15 the new additions to the re- 
search laboratory were dedicated, and a 
neurobiological program was presented. Dr. 
Jordi Folch-Pi, professor of neurochemistry, 
Harvard Medical School and director of re- 
search, at McLean, was in charge. 

The May 16 session, under the direction 
of Dr. Alfred H. Stanton, associate professor 
of psychiatry, Harvard Medical School and 
psychiatrist in chief, McLean Hospital, was 
devoted to behavioral and clinical studies. 

Eminent speakers, beside those from Mc- 
Lean and Massachusetts General Hospitals 
and Harvard University staffs, came from 
the Universities of Colorado, Michigan, 
Johns Hopkins, Yale, New York and Colum- 
bia, the Rockefeller Institute, the Judge 
Baker Guidance Clinic, Mass. Institute of 
Technology and N. Y. State Psychiatric 
Institute. 

AMERICAN BoarpD OF PSYCHIATRY AND 
Nevuro.ocy, Inc.—The following physicians 
are reported as having been certified in the 
sub-specialty of Child Psychiatry in March, 
LN Barnes, Jr., M.D., Des Moines, Iowa. 

H. Robert Blank, M.D., White Plains, N. Y. 

Richard Leos Jenkins, A.B., M.D., lowa City, Iowa. 
Reynold A. Jensen, M.D., Minneapolis, Minn. 

Paul Hartley Jordan, Flint, Mich. 

C. Raymond Kiefer, Jr., M.D., Hartford, Conn. 
Margaret Schoenberger Mahler, M.D., New York, N. Y. 
Samuel Rosmarin, M.D., White Plains, N. Y. 

Earle Saxe, M.D., New York, N. Y. 

Louis A. Schwartz, M.D., Detroit, Mich. 


Lenore M. Sportsman, M.D., Albany, N. Y. 
Florence Lillian Swanson, M.D., Montclair, N. J. 


AMERICAN ACADEMY OF ARTS AND ScI- 
ENCES.—In 1961, as in the preceding two 


TO BEGIN WITH 


years, the Academy will offer three prizes 
of $1,000 each to the authors of especially 
meritorious unpublished monographs, one 
each in the fields of : 1. Humanities; 2. 
Social Sciences ; and 3. Physical and Bio- 
logical Sciences. The final date in 1961 for 
receipt of manuscripts by the committee 
on awards is Oct. 2. 

Full details concerning these prizes may 
be secured on request by sending a stamped 
self-addressed envelope to the Committee 
on Monograph Prizes, American Academy 
of Arts and Sciences, Little Hall 33, Har- 
vard University, Cambridge 38, Mass. 


Rorscuacu.—The fifth International Con- 
gress is to be held Aug. 5-9, 1961, in the 
University of Freiburg in Breisgau, Ger- 
many. Professor R. Heiss is President of the 
Congress. 

The principal papers to be read are by 
S. J. Beck, Chicago, R. Kuhn, Miinster- 
lingen, Switzerland, and a third contributor, 
to be announced, from Italy. 

In addition the following special areas are 
to be explored : 

1. Theoretic and empiric foundations of 
Rorschach technic ; 

2. Application in the fields of medicine, 
development, and social psychology ; 

3. Rorschach technic in relation to other 
psychological procedures ; 

4. Modifications and new developments ; 

5. Problems of international agreement on 
signs and evaluations. 

Headquarters of the Congress are at the 
Institut fiir Psychologie und Charkteroligie, 
Peterstr.1.(Peterhof), Freiburg inn Breis- 
gau, Germany. 


You learn to consume your own smoke. The atmosphere is darkened by the murmur- 
ings and whisperings of men and women over the non-essentials, the trifles that were 
oat to the hurly-burly of the day’s routine. 


inevitably inci 


—OsLER 
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BOOK REVIEWS 


CoMMANDANT oF AuscHwitz; THE AvTO- 
BIOGRAPHY OF RupotF Hoess. Trans. by 
Constantine FitzGibbon. (Cleveland and 
New York: The World Publishing Co., 
1959, pp. 279. $4.50.) 


The autobiography of Rudolf Hoess, who 
organized and personally observed the gassing 
of two million Jews in the German extermina- 
tion camp in Auschwitz, is an invaluable doc- 
ument for everybody concerned with the 
mysteries of the human “mind.” We are in- 
debted to the Polish physician responsible for 
Hoess’s care in the prison who encouraged him 
to put his memoirs on paper while he was 
awaiting his execution. 

The reader may not find answers to all ques- 
tions that may come to his mind, but the book 
may lead to a clearer formulation of ques- 
tions about the interplay of motivations re- 
sponsible for such a phenomenon as Rudolf 
Hoess. 

Except for a short psychotic depressive epi- 
sode while in jail after World War I, a “Gansers 
Syndrome,” there is no evidence in Hoess’s 
autobiography that he was suffering from an 
unusual degree of neurotic or psychotic “psy- 
chopathology.” His family background and 
early development are typical for the German 
middle class of his era. Yet this man acquired 
a degree of detachment and dissociation from 
cultural values that the most “autistic” schizo- 
phrenics do not easily achieve. It does not 
seem to have occurred to Hoess that there was 
anything bad or even unusual in killing mil- 
lions of people in gas ovens. The only “ex- 
planation” he offers is that the Jews were 
“bad” for the German nation, but he shows no 
evidence of any particular need for further 
explanation or rationalization why they were 
so bad. This indicates a considerable ability 
for the suppression of questions which anybody 
with a normal I.Q. could barely avoid asking ; 
an ability which was shared to a greater or 
lesser extent by the majority of the Germans 
of the Hitlerian era. 

The inside story of Auschwitz and other ex- 
termination camps was not kept as secret as 
Hoess’s book claims. This reviewer lived in 
close vicinity to the Belzec extermination camp 
and was, as was everybody else living there, 
exposed for 2 years to the smell of the burning 
bodies of gassed victims. Also, she heard many 
descriptions of the happenings from escaped 
Polish prisoners from Auschwitz and other 
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camps which were practically identical with 
Hoess’s descriptions. 

The German occupational forces in Poland 
who were not members of the Gestapo de- 
liberately avoided any too thorough knowledge 
of these unpleasant facts, but why the Western 
powers’ allied broadcasts and press did not 
give them more space remains a mystery since 
they were well informed of these by the Polish 
underground. The German propaganda ma- 
chine certainly put considerable efforts in in- 
forming the whole world of the Russian mas- 
sacre in Katyn. 

The dissociation from accepted cultural 
values revealed by Hoess and the whole Ger- 
man nation was, however, localized to only 
certain issues. One of them was: The Jews 
“had” to be exterminated. The process itself 
was designed as “humanely” and “atraumatical- 
ly” as possible. Hoess considered himself a 
member of a humane culture emphasizing his 
preference for a bucolic life plowing fields, 
raising animals, and regretted that his killing 
job interfered with it. He expressed warmth 
and sympathy for the harmless gypsies, re- 
gretting as sincerely that he had to exterminate 
them as anybody would regret having to drown 
a litter of cute little kittens. He seems to have 
been a good husband and father. For this 
reviewer one of the most gruesome parts of 
the book is his describing how much he and 
his wife enjoyed rearing their children and 
growing beautiful flowers—right under the 
smell of burning bodies of the victims whose 
gassing he personally witnessed through a 
peephole once or twice a week. 

Nowhere in the book does Hoess indicate 
any basic objection to the extermination of the 
Jews. His final conclusion was only that it was 
not very practical because the bad reputation 
it made for the Germans was possibly more 
unfavorable for them than the survival of the 
Jews would have been. 

To the end of the book he considers him- 
self not a villain, but rather a victim of adverse 
circumstances, and at least the second part of 
his cenclusion, that vae victis is still the dogma 
No. 1 of international justice may well be 
shared by those who followed the trials in 
Nuremberg, where the executors of Katyn 
were judging the executors of Auschwitz. 

A few interesting omissions in the book sug- 
gest, however, that Hoess must not have felt 
equally comfortable about all of the Fuehrer’s 
extermination ideas. His description of the pre- 
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war concentration camps mentions only com- 
munists, socialists, religious conscientious ob- 
jectors and asocials as prisoners. The consider- 
able number of German aristocracy imprisoned 
was not mentioned at all. When this reviewer 
was also imprisoned and met this group of 
prisoners, she noticed the Gestapo seemed to 
have failed to share Hitler’s idea that the mem- 
bers of the German aristocracy in the camp 
were a danger to the nation, despite their un- 
compromising anti-Nazi attitude. Hoess also 
fails to mention the large number of Catholic 
priests who perished in Auschwitz. 

The book fails to shed any light on the 
“reasons” for the Nazi obsession of exterminat- 
ing the Jews. It had no practical value what- 
soever even to rationalize its cruelty. To “ex- 
plain” it as an extension of “antisemitism” is 
an oversimplification because tensions between 
different cultural groups have always existed, 
but only seldom led to such radical “solutions.” 
Maybe Eichmann can one day answer some 
of the questions not answered in Hoess’s book. 

This book is, however, an impressive illustra- 
tion of the degree to which “reason” can be 
suppressed by perfectly sane people in our 
“age of reason,” and if the reader is a psychia- 
trist, he could wonder whether the so-called 
psychopathologies could not be connected with 
a failure of suppressive mechanisms, which 
seem to play an important role in “normal” 
psychology. 

Hiipa Muszynsk1, M.D., 
Nevada, Mo. 


In Derense or Moruers. 4th Ed. By Leo 
Kanner, M.D. (Springfield, Ill.: Charles 
C Thomas, 1958, illus., pp. 167. $3.50.) 


Dr. Kanner wrote this book in 1941. His sub- 
title is “How to Bring Up Children in Spite of 
the More Zealous Psychologists.” In its several 
editions it has not been necessary to revise the 
text. The book is as good today as when it was 
written 20 years ago, because its guiding theme 
is not some specialized, highly refined tech- 
nique with its lists of dos and don’ts, but rather 
a regime of disciplined common sense on the 
parents’ part, in the rearing of children. 

No one is better qualified than Kanner, the 
creator of child psychiatry in the United States, 
to write such a book of instruction, so simple, so 
elementary and yet so profoundly wise. He 
writes with a light touch, often jocularly ; tells 
true stories to illustrate parental problems and 
the obvious but untried way to deal with them. 
You say to yourself “why didn’t I think of 
that ?” Maybe you will next time. Beware, 
when your child has a trantrum, that you don’t 


have one too. And don’t put too much emphasis 
on things verboten. Do not listen when one of 
“the more zealous” experts tells you, as one of 
them once did, that Alice in Wonderland is 
bad for children. The real Alice, who lacked the 
benefits of that professional knowledge, re- 
calling many years later the effect of Mr. 
Dodgson’s stories on herself and her little sis- 
ters, put it quite simply : “we were thoroughly 
happy and amused at his stories . . . we looked 
forward to the happy hours in the mathematical 
tutor’s rooms.” 

From his case records Kanner gives vivid 
pictures of regrettable scenes of parental mis- 
management which he assures us are not “cari- 
catures drawn for literary effect . . . They are 
ordinary occurrences in thousands of ordinary 
dwellings . . . yes, even in the homes of psy- 
chologists and psychiatrists.” These tableaux 
are presented in such a way that they carry 
their own indications for treatment. And so 
often children’s complaining habits of all sorts 
are only a part of the general family picture. 
The unfortunate thing is that with so many 
persons, discussion of illness, indisposition, 
symptoms past or present is so large a part of 
their conversation at home and abroad. “There 
are children who are treated from the begin- 
ning as if they were their parent’s hypochon- 
driacal organs.” 

Kanner denounces the custom, taken over 
from doctors and continued by parents and the 
neighbors, of labeling a child who seems un- 
usual in some undesired way—calling him neu- 
rotic or introvert or psychopathic or schizoid— 
“libeling” he calls it or “swearing at” the 
unfortunate child. He wants children dealt 
with as persons not as cases of this or that. 

Then there is a chapter on thumb sucking, 
of which some experts give a sexual interpreta- 
tion. Kanner is allergic to that view and con- 
cludes with the question which he says can’t 
be asked too often, “so what ?” 

He reaches Hudibrastic heights in the next 
chapter that bears the caption, The Great God 
Unconscious, which he abbreviates through the 
text to G.G.U. He gives in some detail the 
Kanner version of the G.G.U. with all His 
(capital H) derivatives, associates and com- 
plexes. His final admonition—“If, after what 
you have read, you want to go on worshipping 
the Great God Unconscious and His cocksure 
interpreters, there is nothing to keep you from 
it. But do not let your children pay the penalty 
for your own excursions into the realm of 
fancy.” 

If Dr. Kanner’s little book were available to 
mothers generally, especially to new mothers, 
the country could do with fewer child psy- 
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chiatrists. It should be prescribed reading for 
both pediatricians and child psychiatrists ; and 
doctors generally would take no harm from 
consulting it. It is entertaining as well as in- 
structive. Even fathers could profit by exchang- 
ing the sport pages now and then for a dip into 
the Defense of Mothers. 

It well documents an old German proverb 
and moreover advises what can be done about 
the dilemma : 

Vater 

moti werden ist nicht schwer ; 

Vater 

Mutter 


t sein dagegen sehr. 


C. B. F. 


Tuoucut REFORM AND THE PsYCHOLOGY OF 
Torautism. By Robert Jay Lifton, M.D. 
(New York : W. W. Norton and Co. Inc., 
1961, pp. 510. $6.75.) 

The sub-title of this book is “A Study of 
‘Brainwashing’ in China.” It is a book of hor- 
rors. 

Dr. Lifton is a research associate in psychi- 
atry and an associate of the Center for East 
Asian Studies at Harvard University. He served 
as an Air Force psychiatrist in Japan and Korea, 
1952-53, and remained in the Far East to do 
the investigation described herein. He spent 
nearly two years in Hong Kong studying per- 
sons, both Western civilians and Chinese intel- 
lectuals, who had been put through the 
“Thought reform” machine in China. 

The voluminous material accumulated has 
enabled the author to set forth in detail the 
psychological (and physical) atrocities com- 
mitted by the Communist masters of China in 
purging the minds of their victims of whatever 
standards of life and thought and behavior they 
may have had and engrafting in their place 
the Credo of the Party. And more than the 
Credo is involved ; the individual has to be 
made over, his sense of personal identity and 
integrity has to be destroyed and a new 
Kamerad-personality developed in its place. 

The book describes the details of this proc- 
ess. Its climax is the “Confession,” exemplified 
many times in the past, a subversion vastly 
more drastic than the ordinary religious con- 
version. If the word human means anything 
because from it the word humane is derived, 
then the psychological torture of this form of 
brainwashing is the ultimate of the inhuman 
and the horrible. 

The Chinese Communists do not have to 
hurry, they can take their time and if necessary 
the “reform” process may consume as many 


months or years as a thorough psychoanalysis. 


It seems at least questionable that from the 
continuous, concentrated, protracted, destruc- 
tive pressure brought to bear on the isolated 
mind of the prisoner complete recovery is ever 
possible. 

The author makes no pretense that he can 
remain unbiased in his study of this almost in- 
credible psychological torture of the helpless 
individual ; but he nevertheless sets forth as 
precisely as possible the data collected in 
his interviews with the victims of Chinese 
“Thought reform.” 

At the end of his book Lifton discusses the 
psychological problem of what he calls “ideo- 
logical totalism,” the potential of which in how- 
ever small degree is a common human charac- 
teristic. Through a confluence of certain 
conditions which he recites any emotionally- 
charged ideology may lead in a “totalistic”— 
Messianic—direction. “And where  totalism 
exists, a religion, a political movement or even 
a scientific organization becomes little more 
than an exclusive cult.” This kind of totalism 
may be found in any society and is of course to 
be guarded against. Its aggressive promulga- 
tion is also a variety of brainwashing. 

Lifton’s book is a detailed textbook of 
Chinese Communist methods of tearing down 
the individual personality and engrafting the 
Party model, with wider reference also to the 
processes through which a totalitarian society 
can be molded and leveled to conformity. 

C. B. F. 


AUFTEILUNG DER ENDOGENEN PsyYCHOSEN. 
(The Classification of Endogenous Psy- 
choses). Second Edition. By Karl Leon- 
hard. (Berlin : Akademie-Verlag, 1959, pp. 
539.) 


It is customary to consider the manic and 
“melancholic” diseases in the frame of manic- 
depressive psychoses. Kleist considers them as 
two conditions that have an affinity for each 
other. While the author agrees with Neele that 
there is a manic-depressive combination that 
expands in opposite directions, there are also 
euphoric and depressive states that are separate 
entities unrelated to each other. The combined 
diseases are designated as bipolar, the separate 
ones as monopolar. 

The bipolar psychopathologies are more 
colorful and varied and they sway not only 
from pole to pole, but even within the limits 
of the same phase they have various symptom- 
pictures. However, the monopolar forms re- 
assume periodically the very same symptoma- 
tology, retaining in each phase its circum- 
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scribed and pure form without any admixture 
of symptoms of the other phase. 

The classical symptomatology of the manic- 
depressive reactions, as they were first de- 
scribed by Kraeplin, is as follows. In the manic 
stage there is : a euphoria that passes easily into 
irritability, heightened self consciousness, flight 
of ideas, speech compulsiveness and hyper- 
activity. In the depressive state there is a weari- 
ness with life, feelings of inadequacy, thinking 
difficulty, psychomotor inhibitions, lack of de- 
cisiveness, depressive thinking and self-accusa- 
tions. However, in the bipolar term the basic 
symptoms may be missing : hyperactivity, flight 
of ideas and even euphoria may be absent in 
the manic phase and difficulty of thinking and 
psychomotor inhibitions may not be present 
in the depressive phase. 

The author also discusses in great detail and 
with ample clinical observations other forms of 
mental aberrations under names that are not 
familiar to American psychiatrists. Thus he 
presents 4 “cycloid” psychoses : anxiety-happi- 
ness, irritation-inhibition, hyperkinesis and akin- 
esis. He also suggests a new classification of 
schizophrenias : the unsystematic schizophre- 
nias (affect paraphrenia, scizophasia, periodic 
catatonia) and systematic schizophrenias (the 
catatonic forms : parakinetic, manic, proskinetic 
and 2 forms of speech catatonias). The hebe- 
phrenias he discusses under 4 forms : the silly, 
the confused, the shallow and the autistic. Of 
the paranoid forms of schizophrenia the author 
describes 6 classes: the hypochondriac, the 
phonemic, the incoherent, the fantastic, the 
confabulous and the expansive, besides their 
various combinations. The final chapter of this 
provocative work is dedicated to statistics : 
the ages and sex distributions of the phasic and 
cycloid psychoses and schizophrenias and the 
hereditary factors in these conditions. 

L. Gorpon, M.D., 
Yeshiva University Graduate School. 


Tue Lirespan or Ciba Foundation 
Colloquia on Ageing, Vol. 5. Edited by G. 
E. W. Wolstenholme and C. M. O’Connor. 
(Boston : Little, Brown and Co., 1959, pp. 
324. $9.50.) 


As stated in the preface, “This volume con- 
tains the proceedings of the fifth colloquium 
on ageing, and also a combined index to this 
and the previous four volumes.” Fourteen 
papers are presented, the first two dealing with 
humans and the rest with cattle, horses, rats, 
birds, fishes and insects. Most of the papers 
present carefully worked out statistical ma- 
terial, some of which is of a highly technical na- 


ture and requires considerable knowledge of 
statistics to evaluate. Each paper is followed 
by the discussions which took place at the 
meeting with sometimes as many as 13 dif- 
ferent discussants participating. A great deal 
of very interesting material is presented in these 
discussions and one gets a very personal feeling 
of listening to a number of persons who have 
spent years in this sort of work and who are 
acknowledged authorities on the subject. The 
book can be recommended as having presented 
in excellent fashion some “basic research rele- 
vant to the problems of the Ageing.” 

K. M. B. 


NEUROPSYCHOPHARMACOLOGY — PROCEEDINGS 
OF THE Ist INTERNATIONAL CONGRESS OF 
NEUROPSYCHOPHARMACOLOGY, Rome, 1958. 
Edited by P. B. Bradley, P. Deniker and 
C. Radouco-Thomas. (New York : Elsevier 
Press, 1959, pp. 727. $27.00.) 


This volume comprises all the papers pre- 
sented at the First International Congress of 
Neuropsychopharmacology, Rome, 1958. 

It is divided into two parts. The first part is 
devoted to the Symposia and Plenary Sessions, 
and is of particular interest not only because of 
the topics covered, but because of the inclusion 
of the discussions held, which, having been well 
edited prior to publication, are better organized 
and more lucid than most. The second part 
embodies the individual papers presented and 
discussions are not appended. 

The scope of this volume is extensive, rang- 
ing from analysis and methods of drug-induced 
behavioral changes in man and animals, 
through social aspects of psychopharmaco- 
therapy to clinical papers on treatment, clinical 
trials and frankly scholastic papers dealing with 
classification and delimitation of mental dis- 
orders. 

Of special interest is the paper by Hoff and 
Arnold of Vienna on methodology of drug- 
induced mental alterations in humans. Mayer- 
Gross makes a lasting contribution in his paper 
regarding evaluation of results of experimental 
or therapeutic drug administration. His con- 
clusion that more attention should be paid to 
techniques of observation and recording rather 
than to the technique of research design echoes 
what we have frequently observed—that excel- 
lent research designs are rendered worthless 
either by the application to poorly selected 
samples or by inaccurate compilation and re- 
cording. 

It is not possible to comment on individual 
papers, but this reviewer feels that most are of 
excellent quality and certainly contributory to 
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better understanding of psychopharmacology. 
Data not generally available on known and ex- 
perimental drugs, such as the pharmacology 
of psilocybin, described by Cerletti, or neuro- 
chemistry, like the intriguing description of 
effect of triptomine derivatives on dog behavior 
under brain-stem stimulation, presented by Sai- 
Halasz and Endroczy, are found in this book. 
Of primary interest, and most essential for 
serious researchers in this field, this book 
contains such varied topics as to render it of 
marked interest to clinical psychiatrists and to 
members of associated or collateral professions. 
ANTHONY Sanz, M.D., 
Director, Division of Research, 
Marcy State Hospital, N. Y. 


SourceBook Psycuo.ocy. Introduction by 
James Drever, M.A. (Edinburgh). (New 
York : Philosophical Library Inc., 1960, pp. 
335. $6.00.) 


A collection of readings from prominent 
authorities dealing with a wide range of topics 
in the general fields of psychology are here 
usefully brought together in a single volume. 

On the title page particular attention is di- 
rected to the Introductory Reading Guide 
which is written by Professor Drever and titled 
The Subject-Matter of Psychology. It is hard- 
ly a reading guide insofar as the contents of 
the book are concerned, but is rather, in the 
main, an elementary statement about psycholo- 
gy adapted apparently for the general reader 
or for junior students. Curiously enough how- 
ever it goes into theoretical psychopathology 
and even into psychotherapy and lists also 
other current treatment methods pertinent to 
mental illness as such, but hardly relevant to 
introductory psychology. Moreover a book of 
this kind requires no reading guide as each 
contribution is accompanied by a brief intro- 
ductory note. 

There are 31 contributions grouped under 
three general and somewhat arbitrary head- 
ings: 1. The Study of Behavior ; 2. The Ma- 
turing Mind ; 3. The Study of Personality. 

Professor Boring of Harvard leads the series 
with some basic definitions and indicates the 
influence of behaviorism and Gestalt psycholo- 
gy on subsequent developments. The 30 items 
that follow are representative statements of 
eminent and preeminent leaders and innovators 


in the field of psychology. Here you will find 
the conclusions of Germany’s great biologist 
Ernst Haeckel as set forth in his world-famous 
book Riddle of the Universe. Herbert Spencer 
discusses the behavioristic side of the emo- 
tions. Charles Darwin (The Descent of Man) 
introduces animal psychology by showing the 
similarities of the mental reactions of the hu- 
man and of other animals, thus disturbing the 
equilibrium of the rigid ultraists who make man, 
not the “lower” animals, inheritors of heaven. 
Freud revives and re-emphasizes the role of the 
unconscious side of the psyche in accounting 
for the psychology of errors (the “Clown 
Prince,” the “battle-scared veteran,” etc.). 

Sir Cyril Burt, educational psychologist, ad- 
vises on the mental development of children ; 
and Hobart Mowrer, research professor of psy- 
chology, University of Illinois, discusses disci- 
pline in the training of children. 

Here in a lecture before the Society for 
Psychical Research, Carl Gustav Jung details 
the psychology of the primitive and still widely 
held belief in spirits. Norman Cameron, profes- 
sor of psychiatry at Yale, deals with “behavior 
psychology,” role-taking and communications. 

James Drever, many years professor of psy- 
chology at Edinburgh and presumably largely 
responsible for the compilation of this book,1 
deals with the psychological aspects of the 
penal system as set forth in his presidential 
address before the section on psychology of the 
British Association in 1926. 

Happily included in the collection is William 
James’ eloquent and oft-quoted chapter on 
Habit. 

In the section on personality studies, Sir 
Cyril Burt discusses individual differences ; 
Watson treats of man’s adaptability to his 
work ; Kretschmer sets forth his classification 
of types based on Physique and Character. 
Among other contributors, Tredgold covers 
industrial relations; Vernon and Parry, the 
use and methods of psychological testing. 

A useful feature of this work is au appendix 
in which are given biographical notes, alpha- 
betically arranged, of each of the contributors. 

C. B. F. 


1 Professor Drever states that his son who suc- 
ceeded him in the chair of psychology in the 
University of Edinburgh prepared the introduction 
to this book. 
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Arthur H. Ruggles has left us, but we 
are not entirely bereft because our legacy 
includes a host of fond associations, of ex- 
amples of devotion to his field, of friendship 
at its best, of good humor, of sterling integ- 
rity, originality and imagination. 

Dr. Ruggles, was born in Hanover, New 
Hampshire, January 26, 1881, the youngest 
of five children, into an atmosphere of learn- 
ing and devotion to public welfare that con- 
tributed clearly to shaping his character. 
His father, Edward Ruggles, was Professor 
of Romance Languages at Dartmouth and 
his maternal grandfather was treasvrer of 
that college. His mother was Charlotte 
Blaisdell Ruggles. His older brother, a 
lawyer, became a judge in Jamaica Plains, 
Mass. His other brcther was an engineer. 
His two sisters married Dartmouth men. 
One of them, Mrs. Helen R. Hodgkins 
survives him. 

While a student at Dartmouth, from 
which he graduated in 1902, Arthur Ruggles 
was a member of the Delta Kappa Epsilon 
fraternity. Later he was inducted into Phi 
Beta Kappa. He took part in many extra- 
curricular activities including the manage- 
ment of the football team. This early pattern 
of participation in community affairs con- 
tinued throughout his life. He served as a 
trustee and gave generously otherwise of 
himself to his college. In recognition of his 
leadership in the field of psychiatry he re- 
ceived an honorary Doctorate of Science in 
1927 (his 25th reunion) from his alma 
mater, and also in 1929 from Brown Univer- 
sity and in 1948 from Rhode Island State 
College, now the University of Rhode Is- 
land. 

In 1906 Dr. Ruggles received his medical 
degree from Harvard. Prior to this he had 
already revealed his life interest in psychi- 
atry by spending two of his summers at the 
Danvers (Massachusetts) State Hospital. 
He rounded out his medical training as an 
intern on the staff of the Rhode Island Hos- 
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pital 1907-09. In 1909 he was invited to join 
the staff of Butler Hospital in Providence, 
where except for short periods he served 
for the rest of his life. This was far from the 
narrow experience that it might seem, for 
so well organized was his administration 
that he was able to assume many other local, 
state, national and international tasks along 
with his regular work. However his interest 
throughout life focused more on the psy- 
chodynamics of mental disorder. In 1912-13 
he took postgraduate work at the Univer- 
sity of Munich under Professor Emil Krae- 
pelin. 
During World War I, he was in charge 
of Base Hospital No. 214 in France with 
the rank of Major and was psychiatrist to 
the 2nd Division. He returned to Butler at 
the end of the war, and in 1922 he was ap- 
pointed successor to G. Adler Blumer on 
the latter’s retirement from the superintend- 
ency of that hospital, serving as such until 
1948 when he became Superintendent 
Emeritus and consultant. For a short period 
he was on leave from Butler to organize the 
Mental Hygiene Department at Yale, where 
he was appointed Professor of Clinical Psy- 
chiatry. He taught at Dartmouth College, 
also at Brown, where he served as Student 
Mental Health Consultant in 1920. In 1931, 
without relinquishing his responsibility for 
Butler Hospital, he planned, organized the 
construction of and until 1943 administered 
Bradley Hospital, the last two years as Ex- 
ecutive Vice-President. This is a small hos- 
pital in Riverside, R. I., founded by Mr. and 
Mrs. George Bradley for children with neu- 
rological and emotional disorders. In 1943 
he became president of its Board of Trus- 
tees. He was Chairman of the Psychopathic 
Department of the Charles V. Chapin Hos- 
pital and established a Child Guidance 
Clinic in the local schools in 1916. 

Dr. Ruggles served on many local and 
State Boards, including in later years the 
Council of Social Agencies and the State 
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Parole Board. He was on the Advisory 
Council of the State Department of Social 
Welfare. He served as president of his local 
and state medical societies. He served both 
Florida and Massachusetts at the request of 
their respective governors by surveying their 
state institutions. The care with which he 
performed these tasks resulted in some sig- 
nificant reforms. He was a member of the 
Board of Deacons of the Congregational 
Church in Providence and was accorded 
local honors for his many public services. 
Nationally, he served as President of the 
National Committee for Mental Hygiene 
and of the Ist International Congress on 
Mental Hygiene and as a delegate from the 
United States to the Second International 
Congress. He served as Secretary and Treas- 
urer 1938-41 and presided over the Ameri- 
can Psychiatric Association in 19431 after 
rendering invaluable service in a critical 
period of its existence. He was one of the 
founders of the Group for the Advancement 
of Psychiatry. He served on the Advisory 
Council on Research of the United States 
Public Health Service. He represented the 
APA along with Dr. Edward A. Strecker 
and Dr. Frederick W. Parsons in World War 
II in an advisory capacity to government 
agencies and was called on by Secretary of 
War Stimson as a consultant. In this capac- 
ity he tied together the efforts of the APA 
and the National Committee for Mental Hy- 


giene. 

Dr. Ruggles contributed abundantly to 
the professional literature. In 1951 he de- 
livered the Thomas W. Salmon Memorial 
lectures on the subject: The Place and 
Scope of Psychotherapy. 

1July 1943 issue of the Journal contains Dr. 
Ruggles’ Presidential Address and photograph. 


In 1948 Dr. Ruggles suffered a setback 
from which he never fully recovered. As a 
result of a severe respiratory infection he 
suffered cardiac damage which forced him 
to carefully budget his activities. For this 
reason he had to relinquish many of his out- 
side responsibilities that required traveling, 
but by his wise planning he was able to 
continue to give great service to his com- 
munity, and counsel on national matters to 
those visiting him. He especially regretted 
his inability to serve actively as Chairman 
of the Research Committee on Schizophren- 
ia, a program conducted by the Scottish 
Rite through the National Association for 
Mental Health. Still so distinctive was his 
leadership that he was retained in an honor- 
ary capacity in this and many other of his 
associations. 

Dr. Ruggles always had a critical scien- 
tific conscience behind his clinical work. 
While he could accept common sense as a 
matrix for the application of science, he de- 
manded that it be sound. “Mumba-rumba” 
was his way of characterizing pseudo-sci- 
entific work. 

Dr. Ruggles’ domestic life was premature- 
ly limited by the loss of his wife, nee Hazel 
M. Wheeler, in 1939, whom he had married 
on April 22, 1914. His devotion to her was 
revealed often to those who knew him well 
whenever family functions came up for dis- 
cussion. To them came two children, Arthur 
Jr., and Ann. 

Those of us who can credit ourselves with 
being his contemporaries know how much 
our juniors have missed by not knowing 
Arthur Ruggles also, however much they 
have gained from him as a heritage. 


George S. Stevenson, M.D. 


WILLIAM NOBLE KELLER, M.D. 
1875-1960 


The character and personality of William 
N. Keller never seemed to fit into any set 
mould. Yet, his accomplishments well typify 
the heights attained by leading mental hos- 
pital superintendents of the first half of the 
twentieth century. Throughout his adminis- 


trative career he could always be found in 
the van of the group of medical entrepre- 
neurs who were not psychiatrists but who 
entered administration from the main stream 
of medicine to help tear down the walls of 
isolation of America’s mental hospitals. Dr. 
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Keller's credo was action—direct action, in- 
dependent action, persistent action—so that 
he was constantly immersed in turmoil, fer- 
ment and excitement with the result that 
accomplished facts become significant ac- 
complishments. Not only did Dr. Keller have 
an extraordinary impact on physicians with 
whom he served, who are largely located 
in the Pacific Northwest, but also his in- 
fluence on mental hospital administration 
spread far from the Western State Hospital 
he loved. 

William N. Keller was born February 26, 
1875 at Council Bluffs, Iowa, the son of 
Samuel L. and Elizabeth Noble Keller. After 
attending the common schools of Council 
Bluff he was graduated from Princeton Uni- 
versity in 1894. He was graduated from 
Rush Medical College in 1899 and interned 
at Cook County Hospital with an emphasis 
on surgical training under John B. Murphy 
and Frank Billings. The latter secured Dr. 
Keller an appointment as Attending Surgeon 
for the Denver Rio Grande Railroad Hos- 
pital at Salida, Colorado where he served 
from 1900 to 1905. He became Chief Sur- 
geon for the Northern Pacific Hospital in 
Tacoma, Washington in 1905 and served as 
Surgeon for the Chicago, Milwaukee and St. 
Paul Railroad in Tacoma from 1906 until 
1914, simultaneously conducting a vigorous 
private practice of surgery. He was ap- 
pointed Superintendent of Western State 
Hospital, Fort Steilacoom, Washington in 
1914, resigning in 1922, and resuming sur- 
gical practice in Tacoma. During World 
War I he took a year’s leave of absence, 
serving as a Major in the Medical Corps 
of the United States Army. He was reap- 
pointed to the superintendency of Western 
State Hospital in 1933 and remained in that 
post until he retired in 1949 at age 74. 

During years of private medical practice 
Dr. Keller was on the staff of the St. Joseph’s 
Hospital and Tacoma General Hospital and 
served as Chief of Staff of Pierce County 
Hospital, all in Tacoma. He was a member 
of the Pierce County Medical Society, serv- 
ing one term as President. He was a member 
of the Washington Society for Mental Hy- 
giene, National Committee for Mental Hy- 
giene (Honorary Member), Fellow of the 
American Medical Association, a Charter 
Member and Life Fellow of the North 


Pacific Society of Neurology and Psychiatry, 
Fellow of the American Psychiatric Associa- 
tion, Life Member and Fellow of the Amer- 
ican College of Surgeons and a Diplomate of 
the American Board of Psychiatry and Neu- 
rology. 

All of Dr. Keller’s psychiatric career was 
spent in command of Western State Hos- 
pital, which he viewed as a vital, dynamic 
institution, with a distinct personality of its 
own. Having had no cloistered psychi- 
atric training the thought of the hospital 
being isolated and apart from the com- 
munity never entered his mind. He de- 
veloped an extraordinary esprit de corps in 
patients, employees and professional staff, 
which led to a natural participation in all 
spheres of community activity. Many of the 
popular community-hospital innovations of 
the 1950’s were put into effect or advocated 
by Keller as early as the 1930's. 

In early years of private practice Dr. Kel- 
ler was very active in the social and business 
life of Tacoma. His contacts were legion. He 
served on governing boards of banks, cor- 
porations and service organizations, as well 
as actively participating in the real estate 
development of the area. By the time he be- 
came enmeshed with the challenges of hos- 
pital administration he had developed di- 
verse and catholic interests. Thus, there 
was no phase of hospital operations with 
which he did not become intimately familiar 
over the years ; from clinical psychiatry to 
farming, from ward management to archi- 
tecture, from purchasing to personnel. As 
would be expected, he could not abide the 
notion that the development of one of the 
nation’s finest dairy herds indicated a dis- 
interest in the welfare of patients and their 
clinical progress. That some other super- 
intendent was cursed with poor farm land 
or was incapable of exploiting good land for 
profit, was considered by Keller a faulty 
argument that he should avoid usefully in- 
tegrating farming with other hospital ac- 
tivities. 

Perhaps nowhere was Dr. Keller’s capac- 
ity to get to the bottom of things better 
demonstrated than in the manner in which 
he developed Western State Hospital’s 
building program. In the public works days 
of the 1930's he practically rebuilt the major 
part of an old Kirkbride hospital plant and 
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established a master plan which has been 
followed closely since his retirement. He 
even succeeded in building a new home for 
nurses in the middle of World War II. His 
most spectacular building coup occurred a 
few years before retirement when he de- 
tected loose words in an appropriation title 
for a new building to cost several million 
dollars. He used the entire appropriation to 
build the concrete frame and the roof of a 
building which ultimately housed 400 pa- 
tients. In a following session an austerity 
minded legislature had no alternative but 
to appropriate several millions in addition to 
complete the structure. In this way was a 
dreadful overcrowding of patients relieved. 
After a long and vigorous campaign Dr. 
Keller succeeded in 1948 in building a re- 
search institute as an integral part of West- 
ern State Hospital. He held the idea that 
while pure research was important else- 
where, the best help to patients of his hos- 
pital would be an integrated operation with 
most members of the active professional 
- staff engaging in research to some extent. 
Partisan political interference in mental 
hospitals was forever publicly damned by 
Dr. Keller. He felt that overt manifestations 
of political activity were to be shunned and 
that such detracted from the dignity of 
medicine. Yet, he was always a political 
realist in respect to the bureaucratic and 


governmental strife which constantly per- 
vades mental hospitals. In this sphere he 
operated with a brilliance seldom seen. He 
was a determined and courageous adversary 
who used all his skill and knowledge of 
human events to advance the welfare of 
Washington's mentally ill, playing off one 
pernicious force against another and patient- 
ly outwaiting those which could not be met 
head on. 

One trait eternally to Dr. Keller’s credit 
was an inclination to encourage fellow psy- 
chiatrists to enter mental hospital adminis- 
tration. In a convivial setting he loved to 
pass on in an academic manner the lessons 
of his many years’ experience. The things 
he had to teach don’t come in books and 
mental hospital administration has been ad- 
vanced greatly by his willingness to share 
the fruits of his experience and to stimulate 
the imaginations of his colleagues. 

William N. Keller died January 14, 1961 
in Tacoma. He is survived by his wife, the 
former Mabel Lawrence, a son, William, a 
daughter, Elizabeth and four grandchildren. 
For the golden years of his professional life 
there are no more appropriate words than 
those he had engraved over the entrance to 
Western State Hospital, “Dedicated to 
Mental Health.” 


Charles H. Jones, M.D. 


SUCCESS 
Let us be thankful for the fools. But for them, the rest of us could not succeed. 


—Mark TWAIN 


MODERN MAN 


The whole prospect and outlook of mankind grew immeasurably larger and the multi- 
plication of ideas also proceeded at an incredible rate. This vast expansion was unhappily 
not accompanied by any noticeable advance in the stature of man either in his mental 
faculties or his moral character. His brain got no better ; but it buzzed more. 


(1915) 
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to make the patient 
more amenable 
to psychotherapy 


Freed of anxiety and tension, Librium- 
treated patients become more acces- 
sible and communicative. Librium may 
even open an avenue of approach to 
the most troublesome phobic or obses- 
sive thinking and compulsive behavior. 
Librium therapy preserves mental acu- 
ity, allowing the patient to remain in 
contact with his environment and to de- 
rive greater benefit from psychotherapy. 


LIBRIUM@ Hydrochloride — 7 
1, 4-benzodiaze e 4-oxide hydrochloride 


59,4 ap 
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. - Division of Hoffmann-La Roche Inc 


LIBRIUM 


THE SUCCESSOR TO 
THE TRANQUILIZERS 


Consult literature and dosage information, available 
on request, before prescribing. 
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Model SOS contains the Reiter unidirectional currents and three SedAc 

ag as part of the single selector control. Other models available are: 

1. Model S containing only the unidirectional currents; 2..SedAc (attach- 

ee to “ig used with Model S; 3. SedAc (self-powered) an independent 
rumen’ 


Also Available —— REITER MOL-AC II, another officially accepted 
instrument for AC shock therapy providing unequalled ease of o 
eration. (Used in practically every State and Country.) And —t 

- improved REITER CW-47 is still available at its former low price. 
_ Further information and literature on request. 
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MODEL 


the one instrument combining the strongest 
convulsive currents with powerful yet 
gentle sedative currents 


exceptionally fast clinical therapeutic response 


e most efficient convulsive currents result in minimal side effects — 
apnea, thrust, confusion and treatment-génerated anxiety are 


negligible 
e patients are quickly clear and bright following treatment 


e difficult cases have responded to SedAc deep sleep therapy — 
powerful, deep, effective yet safe treatments are easily applied 


e SedAc current establishes better transference — patients become : 
communicative 
e anxious aversion to EST minimized by gentle SedAc current 


e one-knob, with safety lock, controls convulsive and sedative cur- . S 
rents 


. multiple units used in many hospitals for simultaneous deep sleep 
treatments — with same doctor-nurse team required for one 
machine 


e clinical studies have evaluated a new measurement procedure to * 
determine areas of cerebral damage and the degree of malfunction a 


Only Reiter, the original unidirectional current electrostimulators; are 
authentically backed by extensive clinical experience with over 200 references — 
in literature and text-books. 
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THIORIDAZINE HCI 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 


and ‘‘screens out”’ 
certain side effects 
of tranquilizers, 
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“The value of the phenothiazines as tranquilizers has been established. [However] many 
distressing side effects have been reported with these drugs. ... Thioridazine [Mellaril] 
is as effective as the best available phenothiazine, but with appreciably less toxic 
effects than those demonstrated with other phenothiazines.”' 


In Geriatrics “This is the third time the authors have evaluated a tranquilizer 
in a geriatric group. Our feeling is that Mellaril is superior to the other two, both 
of which were phenothiazine derivatives.’ 


Mellaril is indicated for varying degrees of agitation, apprehension, 
and anxiety in both ambulatory and hospitalized patients. 


Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic 
patients — 100 mg. t.i.d. 

Dosage must be individually adjusted until optimal response. Maximum 
recommended dosage: 800 mg. daily. Supply: Mellaril Tablets, 10 mg., 
25 mg., 50 mg., 100 mg. 

1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San 
Francisco, April 6-9, 1959. 2. Judah, L., Murphree, O., and Seager, L.: Am. J. 
Psychiat. 115:1118, June 1959. 
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23 NEW BOOKS 


FOR PSYCHIATRISTS 
published in the first 6 months of 196] 


Leo Alexander (Boston State Hosp), et al.— 
MULTIPLE SCLEROSIS, PROGNOSIS AND 
TREATMENT : A Nosometric Approach. 208 
PP: 63 il. (Amer. Lec. Objective Psychiatry) , 


Rudolf Allers (Georgetown Univ.)—EXISTEN- 
TIALISM AND PSYCHIATRY: Four Lec- 
tures. 120 pp. (Amer. Lec. Clinical Psychi- 
atry), $5.50 


American Academy for Cerebral Palsy—KER- 
NICTERUS AND ITS IMPORTANCE IN 
CEREBRAL PALSY (edited by Chester A. 
nme 320 pp., 41 il. (2 color plates), 
$8.75 


Beulah C. Bosselman (Univ. of Illinois)—-NEU- 
ROSIS AND PSYCHOSIS (2nd Ed. Rev., 3rd 
Ptg.) Pub. ’61, 204 pp., $6.00 


H. Burr (Yale Univ.)}-THE NEURAL BASIS 
OF HUMAN BEHAVIOR. 272 pp., 8 il., $7.50 


Arthur C. Carr (Columbia Univ.) et al.—THE 
PREDICTION OF OVERT BEHAVIOR 
THROUGH THE USE OF PROJECTIVE 
TECHNIQUES. 192 pp., 23 il. (Amer. Lec. 
Psychology) , $6.75 


C. J. Ducasse (Brown Univ.)—A CRITICAL 
EXAMINATION OF THE BELIEF IN A 
LIFE AFTER DEATH. 336 pp. (Amer. Lec. 
Philosophy) , $8.75 


Malinda Dean Garton (Illinois State Normal 
Univ.)—TEACHING THE EDUCABLE MEN- 
TALLY RETARDED—PRACTICAL METH- 
ODS. 248 pp., 147 il., $7.50 


Andrew Gemant (Detroit)-THE NATURE OF 
THE GENIUS. 216 pp., $6.50 


John C. Glidewell (Washington Univ.)—PAR- 
ENTAL ATTITUDES AND CHILD BE- 
HAVIOR. 272 pp., 18 il., $8.50 


Louis Hausman (Cornell Univ.)—-ILLUSTRA- 
TIONS OF THE NERVOUS SYSTEM. Atlas 
III. 208 pp. (8% x 11), 546 il., $9.50 


Irving Louis Horowitz (Hobart and William 
Smith College)-PHILOSOPHY, SCIENCE 
AND THE SOCIOLOGY OF KNOWLEDGE. 
192 pp. (Amer. Lec. Philosophy), $7.75 
Jerome Kagan (Fels Research Institute) and 
Gerald S. Lesser (Hunter College)—CONTEM- 
PORARY ISSUES IN THEMATIC APPER- 
CEPTIVE METHODS. 352 pp., $12.00 


Alfred H. Katz (Univ. Calif. PARENTS OF 
THE HANDICAPPED: Self-Organized Par- 
ents’ and Relatives’ Groups for Treatment of 
Ill and Handicapped Children. 168 pp., $6.00 


John M. Macdonald (Univ. Colorado)—THE 
MURDERER AND HIS VICTIM. Pub. ’61, 
436 pp., $10.50 


John M. Martin (Fordham Univ.)—JUVENILE 
VANDALISM : A Study of Its Nature and 
Prevention. 160 pp., 12 il., $6.50 


Charles E. Palmer (Northwestern State Col- 
lege)-SPEECH AND HEARING  PROB- 
LEMS. 152 pp., 15 il., $5.50 


J. H. Quastel and David M. J. Quastel (both of 
McGill Univ..—-THE CHEMISTRY OF BRAIN 
METABOLISM IN HEALTH AND DISEASE. 
184 pp., 23 il., $6.50 


Robert N. Rapoport (Harvard Univ.)—COM- 
MUNITY AS DOCTOR : New Perspectives on 
a Therapeutic Community. 336 pp., 14 il., 
$9.75 

Albert Scheflen (Temple Univ.)—A PSYCHO- 
THERAPY OF SCHIZOPHRENIA. 304 pp., 
1 il. (Amer. Lec. Psychology) , $8.50 


Alexander Simon (Univ. Calif.) et al.—THE 

PHYSIOLOGY OF EMOTIONS. 260 pp., 20 

il., $8.50 

Roy L. Swank (Univ. Oregon)—-A BIOCHEM- 

ICAL BASIS OF MULTIPLE SCLEROSIS. 
ay pp., 23 il. (Am. Lec. Living Chemistry) , 
5.00 


Jerome Tobis and Milton Lowenthal (both of 
New York Med. Coll..—EVALUATION AND 
MANAGEMENT OF THE BRAIN-DAM- 
AGED PATIENT. 128 pp., 36 il., $6.00 


CHARLES C THOMAS e PUBLISHER e 301-327 East Lawrence Avenue @ SPRINGFIELD e ILLINOIS 
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There IS an answer... 
when COSTS are important! 


THE BROWN SCHOOLS for mentally retarded and emotionally disturbed 


persons from infancy to maturity* 


“Older retarded persons (21 yrs. and over) —$230 monthly tuition; 
Retarded children (infancy to 21 yrs.) —$230 to $280 monthly tuition; 


Emotionally disturbed children and adolescents (8-18 yrs.) —$280 monthly tuition 
plus $100 per month individual therapy. 


Paul L. White, M. D., Medical and Psychiatric Director 


For a detailed catalogue describing The 
Brown Schools in both text and photo- 
R 
rs. Nova Lee Dearing, Registrar 
Dept. C-O P.O. Box 4008 
Austin 51, Texas 


Austin and San Marcos, Texas * Founded in 1940 Six separate resident centers 
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for early discharge 


of new admissions— 


Ste/azine’ 


brand of trifluoperazine 


‘Stelazine’ is known to be one of the most effective means 
available for treating chronic psychotics. Jt can be even 
more valuable in the treatment of new admissions. 


The results of early and intensive treatment of mental 
illness are usually gratifying. 


No matter whether the schizophrenic patient has 


delusions and hallucinations— 


or is withdrawn and hypoactive— 


or agitated and hyperactive— 


‘Stelazine’ can help you get him out of the hospital. 


(You may find the results of intramuscular ‘Stelazine’ 
to be particularly dramatic.) 


Smith Kline & French Laboratories, Philadelphia 
leaders in psychopharmaceutical research 


PSYCHIATRIC PRESCRIBING INFORMATION 


INDICATIONS: ‘Stelazine’ relieves anxiety, whether expressed 
as hyperactivity or as apathy. It also produces rapid response in 
many diagnostic categories, including acute and chronic schizo- 
phrenias, manic-depressive psychoses, involutional psychoses, 
chronic brain syndrome and mental deficiency. 


ADMINISTRATION AND DOSAGE: Dosage of ‘Stelazine’ 


should be adjusted to the needs of the individual. 


Because of the inherent long action of ‘Stelazine’, patients may be 
controlled on convenient b.i.d. administration; some patients may 
be maintained on once-a-day administration. 


Adult Dosage for Use in Psychiatric Practice 

oral (for office patients and outpatients with anxiety): The usual starting 
dosage is 1 mg. or 2 mg. b.i.d. In the treatment of these patients, it 
is seldom necessary to exceed 4 mg. a day. (Some patients with more 
severe disturbances, and discharged mental patients, may require 
higher dosages.) In some patients, maintenance dosage can be 
reduced to once-a-day administration. 


oral (for patients who are either or under Supervision) : 
The usual starting dosage is 2 mg. to 5 mg. b.i.d. (Small or emaci- 
ated patients should always be started on the lower dosage.) 


The majority of patients will show optimum response on 15 mg. or 
20 mg. daily, although a few may require 40 mg. a day or more. 
It is important to give doses that are high muah for long enough 
periods of time—especially in chronic patients. 


Optimum therapeutic dosage levels should be reached within two 
or three weeks after the start of therapy. When maximum thera- 
peutic response is achieved, dosage may be reduced gradually to a 
satisfactory maintenance level. 


intramuscular (for prompt control of severe symptoms): The usual dosage 
is 1 me. to 2 mg. (4-1 cc.) by deep intramuscular injection q4-6h, 
p-r-n. More than 6 mg. within 24 hours is rarely necessary. As soon 
as a satisfactory response is observed, oral medication should be 
substituted at the same dosage level or slightly higher. 


Only in very exceptional cases should intramuscular dosage exceed 
10 mg. within 24 hours. Since ‘Stelazine’ has a relatively long dura- 
tion of action, injections should not be given at intervals of less than 
4 hours because of the possibility of an excessive cumulative effect. 
*Stelazine’ Injection has been exceptionally well tolerated; there is 
little, if any, pain and irritation at the site of injection. 

Dosage for Psychotic and Mentally Defective Children 
The dosages given below apply to children, ages 6 to 12, who are 
either hospitalized or under adequate supervision. 


oral: The starting dosage is 1 mg. administered once a day or b.i.d., 
depending on the size of the child. Dosage may be inc reased gradu- 
ally until symptoms are controlled or until side effects become 
troublesome. Both the rate and the amount of dosage increases 
should be carefully adjusted to the size of the child and the severity 
of the symptoms, and the lowest effective dosage should always be 
used. Once control is achieved, it is usually possible to reduce 
dosage to a satisfactory maintenance level. 


In most cases, it is not necessary to exceed 15 mg. of ‘Stelazine’ 
daily. However, some older children with severe symptoms may 
require, and be able to tolerate, higher dosages. 


intramuscular: There has been little experience with the use of 
*Stelazine’ Injection in children. However, if it is necessary to 
achieve rapid control of severe symptoms, 1 mg. (% cc.) of 
*Stelazine’ may be administered intramuscularly once or twice a 
day, depending on the size of the child. Once control is achieved, 
usually after the first day, the oral dosage forms of ‘Stelazine’ 
should be substituted for the Injection. 


SIDE EFFECTS: In the dosage range of 2-4 mg. daily, side effects 
from ‘Stelazine’ are infrequent. When they do occur, they are 
usually skght and transitory. Mild drowsiness occurs in a small 

rcentage of patients; this usually disappears after a day or two of 
Stelazine’ therapy. There are occasional cases of dizziness, mild 
skin reaction, dry mouth, insomnia and fatigue; rarely, neuro- 
muscular reactions (extrapyramidal symptoms). 


In hospitalized psychiatric patients receiving daily ‘Stelazine’ dosages of 
10 mg. or more, clinical experience has shown that, when side 
effects occur, their appearance is usually restricted to the first two 
or three weeks of therapy. After this initial period, they appear 
infrequently, even in the course of prolonged therapy. Termination 
of ‘Stelazine’ therapy because of side effects is rarely necessary. 


Side effects observed include dizziness, muscular weakness, extra- 

yramidal symptoms, anorexia, rash, lactation and blurred vision. 
arene we has occurred, but has been transient, usually disappear- 
ing in a day or two. 


Extrapyramidal Symptoms 

These symptoms are seen in a significant number of hospitalized 
mental patients receiving ‘Stelazine’. They may be characterized 
by akathisia, be of the dystonic type, or they may resemble parkin- 
sonism. 


akathisia: Some patients may experience an initial transient period 
of stimulation or jitteriness, chiefly characterized by motor restless- 
ness and sometimes insomnia. These patients should be reassured 
that this effect is temporary and will disappear spontaneously. The 
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dosage of ‘Stelazine’ should not be increased while these side effects 
are present. 


If this turbulent phase becomes too troublesome, the symptoms can 
be controlled by a reduction of dosage or the concomitant adminis- 
tration of phenobarbital or some other barbiturate 


dystonias: These symptoms are rare outside of mental hospitals, but 
they may be observed occasionally in patients who have received 
*‘Stelazine’ as a mild tranquilizer. 


Symptoms may include: spasm of the neck muscles, sometimes pro- 
gressing to torticollis; extensor rigidity of back muscles, sometimes 
Progressing to opisthotonos; carpopedal spasm, trismus, swallowing 
difficulty, oculogyric crisis and protrusion of the tongue. 


The onset of the dystonias may be sudden. A primary characteristic 
of these symptoms is their intermittency. They may last several 
minutes, disappear and then recur. There is typically no loss of 
consciousness and definite prodromata are usually present. Initially, 
these intermittent symptoms occur in a crescendo of intensity. Then 
as the effect of the drug wears off, the intervals between the occur- 
rence of symptoms become longer, and the intensity of the symp- 
toms subsides. Despite their similarity to symptoms of serious 
neurological disorders, these dystonias are usually promptly re- 
versible and need not cause undue alarm. They usually subside 
gradually within a few hours, and almost always within 24 to 
48 hours, after the drug has been temporarily discontinued. 


Treatment is symptomatic and conservative. Jn mild cases, reassur- 
ance of the patient is often sufficient therapy. Barbiturates are also 
useful. Jn moderate cases, barbiturates will usually bring rapid relief. 
The dosage and route of administration of the barbiturate used 
should be determined by the intensity of the symptoms and the 
response of the patient. In more severe adult cases, the administration 
of an anti-parkinsonism agent produces rapid, often dramatic, 
reversal of symptoms. Also, intravenous caffeine and sodium ben- 
zoate seems to be an effective and rapid antagonist to the dystonias. 
In children, reassurance and barbiturates will usually control symp- 
toms. Dosage and route of administration should be determined 
according to the intensity of symptoms and response of patient 
Note: It has been reported that injectable administration of 
Benadryl* may also be helpful in controlling dystonias. 
pseudo-parkinsonism: These symptoms are extremely rare outside of 
mental hospitals. 

Symptoms include: mask-like facies; drooling; tremors; pillrolling 
motion; and shuffling gait. 

*Trademark Reg. U.S. Pat. Off.: ‘Benadryl’ for diphenhydramine 
hydrochloride, Parke-Davis. 


Reassurance and sedation are important components of effective 
therapy. In the majority of cases these symptoms are readily re- 
versible when an anti-parkinsonism agent is administered con- 
comitantly with ‘Stelazine’. Occasionally it is necessary to lower 
the dosage or to temporarily discontinue the drug. Depending on 
the severity of symptoms, suitable supportive measures such as 
maintaining a clear airway and adequate hydration should be 
employed 


CAUTIONS: Clinical experience has demonstrated that ‘Stela- 
zine’, a phenothiazine derivative, has a wide range of safety and that 
there is little likelihood of either blood or liver toxicity. The phy- 
sician should be aware, however, of their possible occurrence. 

One of the results of ‘Stelazine’ therapy may be an increase in 
mental and physical activity. In some patients, this effect may not 
be desired. For example, although ‘Stelazine’ has relieved anxiety 
and, at the same time, anginal pain in patients with angina 
pectoris, a few such patients have complained of increased pain 
while taking ‘Stelazine’. Therefore, if ‘Stelazine’ is used in angina 
patients, they should be observed carefully and, if an unfavorable 
response is noted, the drug should be withdrawn. 

Hypotension has not been a problem, but nevertheless adequate 
precautions should be taken im the drug is used in patients with 
impaired cardiovascular systems. 

The antiemetic action of ‘Stelazine’ may mask signs of overd: 

of toxic drugs or may obscure the diagnosis of conditions such as 
intestinal obstruction and brain tumor. 

Although ‘Stelazine’ has shown very little potentiating activity, 
caution should be observed when it is used in large doses in con- 
junction with sedatives or depressants. 


CONTRAINDICATIONS: ‘Stelazine’ is contraindicated in 
comatose or greatly depressed states due to central nervous system 
depressants. 

AVAILABLE: Tablets, 1 mg. and 2 mg., in bottles of 50, 500 
and 5000. (Each tablet contains 1 mg. or 2 mg. of trifluoperazine, 
as the dihydrochloride.) Also available, for psychiatric patients who 
are hospitalized or under close —- Tablets, 5 mg. and 
10 mg., in bottles of 50, 1500 and 5000. (Each tablet contains 5 mg. 
or 10 mg. of trifluoperazine, as the dihydrochloride.) Injection, 
10 cc. Multiple-dose Vials (2 mg./cc.), in boxes of 1 and 20. (Each 
cc. contains, in aqueous solution, 2 mg. of trifluoperazine, as the 
dihydrochloride, 4.75 mg. of sodium tartrate, 11.6 mg. of sodium 
biphosphate, 0.3 mg. of sodium saccharin, and 0 75% of benzyl 
alcohol, as preservative.) Concentrate (for hospital use), 2 fl. oz. 
bottles (10 mg./cc.), in boxes of 4 and 12. (Each cc. contains 10 mg. 
of trifluoperazine, as the dihydrochloride. ) 
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available for 


half-strength 


capsules 


100 mg. meprobamate and 
12.5 mg. promazine hydrochloride 


ROZINE 


meprobamate and promazine hydrochloride, Wyeth 
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NEW HALF-STRENGTH DOSAGE 
FOR PATIENTS WHO BECOME DROWSY 


New half-strength Capsules facilitate dosage titration so that many patients who 
previously became drowsy on full dosages may benefit from therapy with half- 
strength dosages. 


FOR PATIENTS WITH MIDRANGE 
EMOTIONAL PROBLEMS 


Prozive aids in management of patients with moderate to moderately severe 
emotional problems resulting im anxiety expressed as: 


@ somatic disorders such as headache, vertigo, nausea and vomiting, muscle 
spasm, insomnia 
secondary reactions to acute or chronic organic disease 
moderate to severe psychoneuroses 
abnormal behavior in children, adolescents, and agitated senile patients 


mild psychoses 


YELLOW 


further information on limitations, administration and pre- 
scribing of Paazine, sce descriptive literature or eurrent Direction 
Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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Akin 


brand of biperiden 


PARKINSON’S DISEASE 


postencephalitic — idiopathic — arteriosclerotic 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia — akathisia 


MUSCULAR SPASTICITY NOT RELATED TO PARKINSONISM 


ACTION Frequently diminshes akinesia, rigidity, and tremor 
with subsequent improvement in coordinated move- 
ment, gait, and posture. Masklike face disappears. 
Salivation and oily skin are decreased. Oculogyric 
crises are often lessened in intensity and frequency. 


SIDE EFFECTS Minimum (mainly dry mouth or blurred vision). 


DOSAGE Individual adjustment of dosage is necessary in all 
instances. Dose range extends from 2 mg. tc 24 mg. 
daily, in divided doses. 


AVAILABLE Supplied as the hydrochloride salt, 2 mg. bisected tab- 
lets, bottles of 100 and 1000. 


Complete information furnished upon request. 


KNOLL PHARMACEUTICAL COMPANY 


(formerly Bilhuber-Knoll Corp.) 
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Tofr 


brand of imipramine hydrochloride 


_ Although depression is acommon Tofranil", brand of imipramine 
onent of problems seen in me | hydrochloride:.T tsof25mg.and 
the classi¢al symptoms of __—tablets of 10 mg. for geriatric and. | | 
dep ression are seidom obvious. ch . adolescent use; also, ampuls for 
More frequently, depression lurks in administration only, 
_ the background... is often masked by containing 25mg. in2cc. of solution 


LIFT THE 
DEPRESSION 
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Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient’s responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, C. F. Hess and M. G. Hoe: 

Nerv. System, 20:269, 1959. 2. G. C. Griffith, Clin. Med., 6:1555, 1959. 3. 3. ‘R i 
Ford, H. E. Branham and J. J. Cleckley, ibid., p. 1559. 4. ‘i. Azima, H. Durost, D. 
Arthurs and A. Silver, Am. J. Psychiat., 116:453, 1959. 5. L. Alexander and S. R. 
Lipsett, Dis. Nerv. System, 20:(Suppl.), 26, 1959. 6. H. F. Darling, Am. J. Psychiat., 
116:355, 1959. 7. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:( Art. 3), 820, 1959. 8. L. O. Randall and R. E. Bagdon, ibid., p. 626. 9. G. Zbin- 
den and A. Studer, ibid., p. 873. 10. O. Resnick, ibid., p. 726. 11. T. R. Robie, Dis. 
Nerv. System, 20:182, 1959. 12. A. Feldstein, H. Hoagland and H. Freeman, Science, 
130:500, 1959. 13. L. O. Randall and R. E. Bagdon, Dis. Nerv. System, 19:539, 
1958. 14. W. Hollander and R. W. Wilkins, in J. H. Moyer, Ed., Hypertension, Phila- 
delphia, W. B. Saunders Co., 1959, p. 399. 15. I. Kimbell and A. Pokorny, paper read 
at Symposium on Newer Antidepressants and Other Psychotherapeutic Drugs, Galves- 
ton, Texas, Nov. 13-14, 1959. 16. D. Goldman, ibid. 17. J. E. Oltman and S. Fried- 
man, ibid. 18. G. Zbinden, ibid. 19. G. C. Griffith and R. W. Oblath, ibid. 20. H. 
Freeman, ibid. 21. W. B. Abrams, A. Bernstein, V. D. Mattia, Jr., R. J. Floody and 
L. O. Randall, Scientific Exhibit, American Medical Association Meeting, Atlantic City, 
N. J., June 8- i2, 1959. 22. R. W. Oblath, paper read at ee ag utic Society, 
60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 23. Cole, ibid. 24. I. 
Kimbell, Jr., paper read at Coope rative Chemother: apy Studies in gto d 4th Annual 
Research Conference, Memphis, Tenn., May 20-22, 1959. 25. L. O. Randall and R. E. 
Bagdon, — Marsilid Symposium, Chicago, May 8, 1958. 26. W. B. Abrams, D. W. 
Lewis and M. C. Becker, paper read at the Inte *rnational Symposium on Catecho- 
lamines in tell Brae: Pathology, Burlington, Vt., Aug. 23-26, 1959. 27. H. I. 
Russek, Angiology, to be published. 
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BRAND OF NIALAMIDE 
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IN BRIEF Niamid, brand of nialamide, is 1-(2-[benzylcarbamy]] 
ethyl) -2-isonicotinylhydrazine, a well tolerated antidepressant 
that may correct or relieve depression on once-a-day dosage. 
Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melan- 
cholia, postpartum depression, depressed phase of manic-depressive 
reaction, senile depression, reactive depression, schizophrenic 
reaction with depressive component, psychoneurotic depression. 
In neurotic or psychotic patients, Niamid may normalize or 
favorably modify aberrant or excessive reactions and symptoms 
of depression such as: phobias, guilt feelings, dejection, feeling 
of inadequacy, discouragement, worry, uneasiness, distrustful- 
ness, hypochondriacal and nihilistic ideas, difficulty in concentra- 
tion, insomnia, loss of energy or drive, indecision, hopelessness, 
helplessness, decreased functional activity, emotional and physi- 
cal fatigue, irritableness, inability to rest or relax, sadness, 
anorexia and weight loss, and withdrawal from society. In the 
withdrawn patient, Niamid may elevate the mood so that there 
is increased activity, increased awareness and interest in sur- 


roundings, and in- 


mouth, blurred vision, increased perspiration, constipation, mild 
skin rash, mild leukopenia, and epigastric distress may be obvi- 
ated or modified by reductions in dose. Effects due to monoamine 
oxidase inhibition persist for a substantial period following’ 
discontinuation of the drug. Precautions and Contraindications: 
Hepatic toxicity has not been reported in extensive clinical stud- 
ies. However, if previous or concurrent liver disease is suspected, 
the possibility of hepatic reactions and liver function studies 
should be considered. The suicidal patient is always in danger, 
and great care must be exercised to maintain aH security precau- 
tions. The apathetic patient may obtain sufficient energy to harm 
himself before his depression has been fully alleviated. Niamid 
may potentiate sedatives, narcotics, hypnotics, analgesics, muscle 
relaxants, sympathomimetic agents, thiazide compounds and 
stimulants, including alcohol. Caution should be exercised when 
rauwolfia compounds and Niamid are administered simultane- 
ously. Rare instances have been reported of reactions (including 
atropine-like effects, and muscular rigidity) occurring when 
imipramine was administered during or shortly after treatment 
with certain other 
drugs that inhibit 


creased participation 
in group activities. 
Appetite may be in- 
creased and there may 
be decreased fatigabil- 


ity. Lack of clinical 


| provides: 
response to other anti- . 
depressant therapy 
does not preclude a 
favorable response to 
Niamid. Relief of de- 
pression may also be 
evidenced by elimina- 
tion or reduction of 
the need for somatic 
therapy, such as elec- 
troshock. patients 
suffering from depres- 
sion associated with 
chronic illness, Niamid 
may improve mental 
outlook, reduce the 
impact of pain, de- function.” 
crease the amounts of 
narcotics or analgesics 
needed, and improve 


appetite and well- 


particularly useful for depressed 
office patients because Niamid 


Remission of depression—smoothly, gradually, 
without “jarring.” Parker' reports that although 
Niamid is a slow-starting drug it produces a smoother 
effect than certain other antidepressants—those causing 
exaggerated CNS stimulant effects such as jitteriness, 
pressure of activity. “This is an advantage of nialamide 
[NIAMID] because such side effects frighten depressed 
patients and retard their improvement.” 


Notably low incidence of serious complications or 
side effects. After laboratory tests of patients on 
Niamid therapy, Ayd et al.” found: “Thus, in contrast 
to other antidepressants, nialamide [NIAMID] has not 
caused anemia or any disturbance in renal or hepatic 


Convenience of once-a-day dosage. 


1. Parker, S.: Dis. Nerv. System 20:2, Dec., 1959. 
2. Ayd, F. J., Jv., et al.: Dis. Nerv. System 20 (Suppl.):34, Aug., 1959. 


monoamine oxidase. 
In Cardiology: The 
central effects of 
Niamid may encour- 
age hyperactivity and 
the patient should be 
closely observed for 
any such manifesta- 
tion. Orthostatic hypo- 
tension or hyperten- 
sive episodes occur in 
a few individuals and 
cardiac patients should 
be carefully selected 
and closely supervised. 
In Epilepsy: Although 
in some patients thera- 
peutic benefits have 
achieved with 
Niamid, in others the 
disease has been ag- 
gravated. Care should 
in the 
concomitant use of 


been 


be exercised 


imipramine, since 
such treatment with 


monoamine oxidase 


being. In patients 
with angina pectoris, 
Niamid has been found to be a useful adjunct to management 
through reduction in frequency of attacks and pain. Dosage: 
Starting dosage is 75 to 100 mg. on a once-a-day or divided daily 
basis. This may subsequently be adjusted depending upon the 
tolerance and response. Responses to Niamid are not usually 
rapid, and revisions of dose should be withheld until at least 
a few days have elapsed at each level. Increments or decrements 
of 1242-25 mg. are generally sufficient. A daily dosage of 200 mg. 
is the maximum recommended for routine use. (As much as 
450 mg. daily has been used in some patients.) Side Effects: 
Niamid, in clinical use, has been characterized by a significant 
lack of toxicity. It is generally well tolerated. Nervousness, 
restlessness, insomnia, hypomania, or mania, sometimes occur. 
Occasional headache, weakness, lethargy, vertigo, dryness of the 


inhibitors has been 
reported to aggravate the grand mal seizures. In Tuberculosis: 
Existing data do not indicate whether resistance of M. tuber- 
culosis to isoniazid may be induced with Niamid therapy; never- 
theless, it should be withheld in the depressed patient with 
coexisting tuberculosis who may need isoniazid. As with all thera- 
peutic agents excreted in part via the kidney, due caution in 
adjusting dosage in patients with impaired renal function should 
be observed. Supplied: Niamid (Nialamide) Tablets, 
25 mg.: 100’s — pink, scored tablets; 100 mg.: 100’s — 
orange, scored tablets. 
More detailed professional information available on request. 
A “a Science for the world’s well-being® 
fiser PFIZER LABORATORIES 


~ Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N. Y. 
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CONTROI 


drug-induced extrapyramidal symptoms 


—permits continued ataractic therapy without interruption due to incapacitating side effects 


paralysis agitans 


—permits the patient to live a more normal life 


brand Procyclidine Hydrochloride 


clinical appraisals 


“Kemadrin has a definite place in the control and management of 
drug-induced parkinsonism.” ' 


“This appears to be [a] drug of choice in combating the akathisia 
syndrome: 57% responded favorably and lost practically all of the 
unpleasant symptoms that characterize this condition.” * 


“... it proved a worthy addition to the therapy of parkinsonism because 
it afforded relief to many patients who had failed to respond to other 
drugs.” 


“...Kemadrin, shows promise of definite value in the armamentarium 
of the physician in the treatment of Parkinsonism, especially in those 
Cases which have not responded to other drugs.” * 

1. Konchegul, L.: M. Ann. D. of C. 27:405 (Aug.) 1958. 

2. Kruse, W.: Dis. Nerv. System 21:79 (Feb.) 1960. 


3. Zier, A. and Doshay, L. J.: Neurology 7:485 (July) 1957. 
4. Lerner, P. F.: J. Nerv. & Ment. Dis. 123:79 (Jan.) 1956. 


Complete literature available on request. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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ANNOUNCING... A POTE NT 
ANTIDEPRESSANT 


WITH EFFECTI 
PROPERTIES... 


AMITRIPTYLINE HYDROCHLORIDE 


i 
® 


new...a potent 
antidepressant 
with effective 
anti-anxiety 
properties 


RELATIVE UTILITY INMANAGEMENT OF DEPRESSED PATIENTS 


Class of compounds 


TARGET SYMPTOMS OF DEPRESSION: 


Anxiety Insomnia Depression 


Over-all relief 
of symptoms 


TRANQUILIZERS 


“Failure of the tranquilizers to 
produce satisfactory results is 
due in many cases to their 
being prescribed for depres- 
sion, especially depression 
masked by the more promi- 
nent symptoms of anxiety. The 
underlying depression may be 
deepened.”' 
| 


| 


pe stimulants and 
anti-depressants, if given 
to anxious patients, will 
increase the anxiety..." 


+ 


this drug (ELAVIL] acted both as a tranquilizerand 
aS an anti-depressant...."? Many physicians customar- 
ily treat anxious or depressed patients with a combina- ~ 
tion of an antidepressant ard a tranquilizer. This is 
seldom necessary when proscribing FLAVIL because it 
has’ both antidepressant and anti-a-wxiety properties. 


ovine 
4 
4 
ANTIDEPRESSANTS 
| 
ELAVIL 


effective in patients with depression... 

particularly useful in those with predominant symptoms 
of anxiety and tension ...provides prompt relief of anxiety 
and insomnia associated with depression 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


TRANQUILIZERS ANTIDEPRESSANTS 


INDICATIONS: Manic-depressive reaction — depressed phase; involutional melancholia; reactive 
depression; schizoaffective depressions; neurotic depressive reaction; and these target symptoms: 
anxiety; depressed mood; insomnia; psychomotor retardation; functional somatic complaints; loss of 
interest; feelings of guilt; anorexia. May be used whether the emotional difficulty is a manifestation of 
neurosis or psychosis,‘ and in ambulatory or hospitalized patients.*. +. 

USUAL ADULT ORAL DOSAGE: Initial, 25 mg. three times a day, until a satisfactory response is noted. 
Many patients improve rapidly, although some depressed patients may require four to six weeks of 
therapy before obtaining maximum benefit. In severely depressed patients, as much as 150 mg. per 
day may be given. Maintenance, 25 mg. two to four times a day. Some patients may be maintained on 
10 mg. four times a day. The natural course of depression is often many months in duration. Accord- 
ingly, it is appropriate to continue maintenance therapy for at least three months after the patient 
has achieved satisfactory improvement in order to lessen the possibility of relapse, which may occur 
if the patient's depressive cycle is not complete. In the event of relapse, therapy with ELAVIL may 
be reinstituted. 

ELAVIL is not a monoamine oxidase (MAO) inhibitor. No evidence of drug-induced jaundice or agran- 
ulocytosis has been noted. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine 
tremor, jitteriness, headache, heartburn, anorexia, increased perspiration, and skin rash), when they 
occur, are usually mild. However, as with all new therapeutic agents, careful observation of patients is 
recommended. As with other drugs possessing significant anticholinergic activity, ELAVIL is contra- 
indicated in patients with glaucoma. 

SUPPLY: Tablets, 10 mg. and 25 mg., in bottles of 100. Injection (intramuscular), 10 mg. per cc., 10-cc. vials. 
REFERENCES: 1. Perloff, M. M., and Levick, L. J.: Clinical Med. 7:2237, Nov. 1960. 2. Freed, H.: Am. J. 
Psychiat. 117:455, Nov. 1960. 3. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 4. Ayd, F. J., Jr.: Psy- 
chosomatics 1:320, Nov.-Dec. 1960. 5. Barsa, J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. 


Before prescribing or administering ELAVIL, the physician should Package or available on request. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 
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THE ANNUAL SURVEY 
OF PSYCHOANALYSIS 


Edited by JOHN FROSCH and NATHANIEL ROSS 
VOLUME VI $12.00 


Excerpts from Reviews of Previous Volumes 

“Like the previous volumes in this excellent series, this volume is the 
best single source for the information about psychoanalytic literature of 
the specific year with which it deals. Essential for all subject collec- 
tions."—Library Journal 


“The editors, editorial board and contributing editors are to be con- 
gratulated for this important reference book. This fifth volume, cover- 
ing the 1954 literature, is distinguished for the excellency of the 
abstracts, sometimes more readable than the original article. As in the 
previous volumes, the logical grouping of the articles, adds meaning to 
the book as a survey of psychoanalysis. The editorial introductions to 
some of the chapters contribute to the importance of this volume. The 
survey includes reviews of ten psychoanalytic books. There is a cum- 
plete bibliography, a detailed table of contents and index. The Annual 
Survey of Psychoanalysis will interest all psychoanalysts, psychiatrists 
and all interested in psychological medicine.”—American Journal of the 
Medical Sciences 


“The publishing is excellent. This is the type of book that should be in 
the reference collections of medical libraries."—New England Journal of 
Medicine 


“Because of the mass of important contributions to psychoanalytic liter- 
ature that this survey covers, it will save much time for readers in keep- 
ing abreast of progress in this field.”"—Journal of the American Medical 
Association 


“The Annual Survey of Psychoanalysis, in the four volumes that have 
thus far been published, has become an important reference book for 
study, learning, and teaching. It is not merely a collection of abstracts. 
The screening, organizing, careful evaluating and editing make the 
book a genuine guide in the vast literature of psychoanalysis. The 
reader of the abstracts may sometimes appreciate more the compact 
reports than some of the lengthier original publications. At other times, 
the reader’s special need may lead him back to the source. The annual 
does not give a quick and easy digest, but opens the way into current 
psychoanalytic literature. The introductions to some of the chapters, 
the transition from one report to the other, and the concluding sum- 
maries underline trends in analytic research and are often masterpieces 
of concise writing.”"—Psychoanalytic Quarterly 


At your bookstore qT or order directly from 
INTERNATIONAL UNIVERSITIES PRESS, INC. 
227 West 13 Street . New York 11, N. Y. 
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You save more than 
money with U.S. Savings 
Bonds. You help build a 
secure future in a peaceful 
world for yourself and your 
loved ones. 


How to save 
14th the cost of 
modernizing your kitchen 


Unlike your kitchen, United States 
Savings Bonds get better with age. 
Hold them until they mature, and 
you get back $4 for every $3 you put 
in. This means if you start buying 
Savings Bonds now, the money plus 
interest will be ready to modernize 
when you are. A modest plan will 
do it for you. 63¢ a day, for example, 
adds up in 40 months to $750 saved 
—and Bonds worth $1000 at ma- 
turity. That’s like getting a 25% 


discount on your new kitchen, or 
whatever you decide to modernize. 


Why U.S. Bonds are good 
to buy and hold 


You can save automatically on the 
Payroll Savings Plan - You now 
earn 334% to maturity - You invest 
without risk - Your Bonds are re- 
placed free if lost or stolen + You can 
get your money with interest any- 
time you want it - You buy shares 
in a stronger America. 


You save more than money with U.S. Savings Bonds 


by The Advertising Council and this magazine: 


20th 
ANMIVERSARY 
1941 
This advertising is donated 


of Mewizo 


A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach * Supervised Recreational Program 

Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samvel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. Alfred Koenig, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospitals 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


ESTABLISHED 1916 


Appalachian Hall ¢ Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, con- 
valescence, drug and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around climate for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 

Ww. Ray GrirFin, Jr., M.D. Mark A. Grirrin, Sr., M.D. 

Rosert A. Grirrin, M.D. Mark A. GrirFin, Jr., M.D. 

Fully approved by Central Inspection Board of APA. 
Accredited by Joint Commission on Accreditation of Hospitals. 
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1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 
For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884... BOOKLET ON REQUEST 
Fully Accredited 


ST. VINCENT’S HOSPITAL OF WESTCHESTER COUNTY 


240 NORTH STREET WOODBINE 7-6500 HARRISON, NEW YORK 


A voluntary non-profit institution 

providing all modern therapies for 

mental and emotional disorders in- 

cluding individual and group psy- 

chotherapy, pharmacotherapy, insu- 

lin coma and electro therapies and 

extensive activity programs. All 

facilities are being expanded for in 

and out-patients, day care and clinic 

service for children. Acutely ill and at 

continued therapy patients admit- 
ted. Forty-five minutes from Grand 
Central Station, New York City. 


Richard D'lsernia, M.D., Medical Director _ Reverend David Hordern, Resident Chaplain 
Timothy V. A. Kennedy, M.D., Assistant Medical Director Dorothy Wideman, M.S. 8 Director of Social Service 
Elio F. Alzamora, M.D., Chief of Out-Patient Clinic Sister Dominic Marie, R.N., M.S., Director of Nursing Servic 
William Chester, M.D., Chief of Medical Service Isabelle Godek, R.N., M.A., Educational Director, School” of Nursing 
George F. Cassidy, Ph.D., Chief Psychologist Harriet Lavoie, 0.7. R., Director Occupational Therapy 
Sister Miriam Vincent, R.N., F.A.C.H.A., Administrator 
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THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized pany training for a small 

oup of girls over five years of age. Carefully chosen — 
a ial modern teaching techniques and program of thera 
quien. Varied handicrafts, cooking, nature study an Geld 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Directors ‘/ Frances M. King, formerly Director of the Seguin School References 
Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


Psychophysiological Aspects of Space Flight 


Edited by Bernard E. Flaherty, Lt. Col., USAF (MC). Leading scientists summar- 
ize recent research on the physical and emotional preservation of man in space 
flight. Topics include: the sensory-physiological aspects of the space flight situa- 
tion; psychiatric factors in the selection of men for astronaut training; hallucina- 
tory phenomena in space flight; advances in cybernetics, and many others. Based 
on a 1960 symposium sponsored by the School of Aviation Medicine, USAF 
Aerospace Medical Center. 380 pp. Illustrated. $10.00. 


Columbia University Press / 2960 Broadway, New York 27 


The Children’s Service 


Outpatient consultation, evaluation and treat- 

ROSERT E. ment for infants and children of grade school to 
SWITZER, M.D. 

emectoe 18. Residential treatment for elementary grade 


children with emotional and behavior problems. 


The Menninger Clinic 


TOPEKA, KANSAS 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 19 
1270 AVENUE OF THE AMERICAS, ROOM 1817 Date 
New York 20, New York 


Enclosed herewith is $ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 
NAME 


ADDRESS 
SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume begins July 1961 issue 
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Keep and protect 
your Journals in this new 


VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $4.00 each 
(includes postage & handling) 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20, N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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THERAPEUTIC INDEX 


‘(MYSOLINE? 


BRAND OF PRIMIDONE 


IN EPILEPSY 


Indications: In the control of grand mal and 
psychomotor seizures. 


Usual Dosage: Patients receiving no other 
anticonvulsants— Adults and Children 
(over 8 years): 1 tablet (0.25 Gm.) 

daily (preferably at bedtime) for 1 week. 
Increase by 1 tablet daily each week, until 
control. Dosage exceeding 2 Gm. daily 
presently not recommended. Chi/dren under 
8 years: Order of dosage same as for 
adults, but start with 2 tablet (0.125 Gm.) 
daily and increase by '4 tablet daily each 
week, until control. (Where a smaller starting 
dose is required, use 50 mg. tablet.) 


Patients already receiving other anti- 
convulsants— Adults and Children 

(over 8 years): 0.25 Gm. daily, and 
gradually increased while the dosage of the 
other drug(s) is gradually decreased. 
Continued until satisfactory dosage level is 
achieved for combination, or until other 
medication is completely withdrawn. 
Children under 8 years: \nitially one-half 
the adult dose, or 0.125 Gm. daily. Gradual 
increases and decreases as described in 
adult regimen. (Where a smaller starting 
dose is required, use 50 mg. tablet.) 


When therapy with ‘‘Mysoline”’ alone is 
the objective, the transition should not be 
completed in less than two weeks. 


Precautions: Side reactions, when they 

occur, are usually mild and transient, tending 
to disappear as therapy is continued or as 
dosage is adjusted. Commonly reported side 
effects are drowsiness, ataxia, vertigo, 
anorexia, irritability, general malaise, nausea 
and vomiting. No serious irreversible toxic 
reactions have been observed. (Occasionally, 
megaloblastic anemia has been reported 

in patients on ‘‘Mysoline.’’ The condition is 
readily reversible by folic acid therapy, 

15 mg. daily, while ‘‘Mysoline’”’ is continued.) 
As with any drug used over prolonged periods 
of time, it is recommended that routine 
laboratory studies be made at regular intervals. 


Supplied: No. 3430—‘‘Mysoline” Tablets — 
Each scored tablet contains 0.25 Gm. (250 
mg.) of Primidone, in bottles of 100 and 
1,000. No. 3431—‘‘Mysoline” Tablets — 
Each scored tablet contains 50 mg. of 
Primidone, in bottles of 100 and 500. 

Also available: No. 3850 —‘‘Mysoline”’ 
Suspension — Each 5 cc. (teaspoonful) 
contains 0.25 Gm. of Primidone, in bottles 
of 8 fluidounces. 6126 
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An advanced 
psychiatric 
Research and treatment 
clinic in suBuRBAN 
montreal. 


A fully accredited, 152 bed 
— modern psychiatric hospital 
with an integrated 

biological and dynamic 
psychotherapeutic program. 
Set amidst stately grounds, 
with planned occupational 
and recreational therapy, for 
the patient's comfort 

and enjoyment. 

Affiliated with the University 
of Montreal Department 

of Psychiatry, for under 

and post-graduate training 
of residents, psychologists, 
social workers and 
psychiatric nurses. 


T vochures and rates on request. 


BERT PREVOST 

6555 GOUIN BOULEVARD WEST, 
MONTREAL 9, CANADA. 


A New Community-Work Experience 
for Mentally Retarded Boys 


The Training School at Vineland, N. J., since 1888 
a pioneer in training ‘1d educating the mentally 
handicapped, now offers the POST HOUSE PRO- 
GRAM-—a unique post-training resident-community 
program stressing intensive guidance & care in so- 
cial-vocational endeavor. Campus residence in new 
24-bed cottage, & where possible, work in salaried 
industrial, business, farm positions in community. 
Controlled supervision. Understanding educational 
& vocational trainers. Special privileges. Boys 18 
yrs. & up (min. 10 yr. mental level) must complete 
3-month observation-diagnostic, also apprentice- 
ship periods. Program available July 1. Registra- 
tion limited. 


For further information, write Registrar, Box N, 


THE TRAINING SCHOOL AT VINELAND, N. J. FOUNDED 1888 


Issue 


\\ 


Special Supplement 


PSYCHIATRY TODAY 
authoritative, lucid, and timely discussions 
of the issues in American psychiatry in 1961. 
50 Extra Pages. 12 Penetrating Articles. 

Plus all regular contents. 


NOW ON SALE 


THE SILVER HILL 


FOUNDATION 
NEW CANAAN, CONNECTICUT 


announces 


THREE-YEAR RESIDENCY TRAINING 
PROGRAM IN PSYCHIATRY 


Approved by the American Medical Association and 
the American Board of Psychiatry and Neurology. 


Affiliated with Departments of Psychiatry and 
Neurology of the College of Physicians and Sur- 
geons, Columbia-Presbyterian Medical School, New 
York City. 


lst year spent at Medical Center, New York, N. Y. 
2nd and 3rd years at Silver Hill, New Canaan, 
Connecticut. Applicants also considered who have 
completed one year or more of training elsewhere 
for our second or third year program. 


Emphasis placed on training of physicians for 
private practice of psychiatry, under experienced 
preceptors, Board Diplomates, with teaching back- 
ground. 


Generous compensation, opportunities for per- 
manent staff appointment. Only outstanding ap- 
plicants accepted. 

For further information and application form, write: 


William B. Terhune, M. D., Medical Director, The Silver 
Hili Foundation, Box 1177, New Canaan, Connecticut. 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy. Milieu-therapy under 
direction of trained occupational and recreational therapists. 


Accredited by Joint Commission on Accreditation of Hospitals 


Harry C. SOLOMON, M.D. PaTRICK J. QuiRKE, M.D. 
Consulting Psychiatrist Medical Superintendent 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DONNELL, M. D. RicHarpD L. Conpe, M. D. 
Rosert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 
HOWARD W. BERG, M.D., Medical Director 


COMPTON FOUNDATION HOSPITAL 


formerly Compton Sanitarium 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Burns, M.D. Heven Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


XLVII 


4 
FOUNDED 1855 


FAIR OAKS HOSPITAL 


SUMMIT, NEW JERSEY 
CRestview 7-0143 


Oscar Rozetr, M.D. 
Medical Director Tuomas P. Prout, Jr. 
Epwarp R. Duty, M.D. Administrator 
Clinical Director 
An 85 bed intensive treatment unit 
20 miles from New York City 
Certified by 
The Joint Commission on Accreditation of Hospitals 


ST. VINCENT’S A 290-bed private, non-profit, neuropsychiatric hospital, 


located in suburban St. Louis; offering all accepted psy- 


HOSPITAL chiatric therapies and the essential diagnostic services of 


a general hospital; featuring an extensive professionally- 
Of directed Occupational Therapy program. 


St L ° Accredited By Joint Commission On Accreditation Of Hospitals 
. All hiatric disorders Three full-time psychiatrists, 
ouls ~— plus psychiatric staff of 25 
BROCHURE Active treatment geriatrics 24-hour medical service, plus 
Limited custodial care consulting staff of 29 
1:1.76 ratio of nursing staff 
Selected cases of alcoholism to patients, including 40 RN's 
P. E. Kubitschek, M. D. Sister Juliana, R. N. 
ical Director inistrator 


ST. LOUIS 33, MO. THE DAUGHTERS of DE 


CHESTNUT LODGE 


DEXTER M. BULLARD, M.D., Medical Director 
MARVIN L. ADLAND, M_.D., Clinical Director 
OTTO A. WILL, JR., M.D.. Director of Psychotherap) 
DONALD L. BURNHAM, M_.D.. Director of Research 


CLINICAL ADMINISTRATORS 
MARTIN COOPERMAN, M_.D., Senior Clinical Administrator 
JOHN P. FORT, JR., M.D. HARRY L. HINSON, M.D. 
KENNETH R. GAARDER, M.D. GEORGE D. NESBITT, M.D. 
MICHAEL A. WOODBURY, M.D. 
ASSOCIATES 


CHARLES A. BAKER, M.D. BERL D. MENDEL, M.D. 

CLAY F. BARRITT, M.D. PING-NIE PAO, M.D. 

JOHN L. CAMERON, M.D. DAVID N. RATNAVALE, M.D. 
FREDERIC E. CONKLING, III, M.D. CLARENCE G. SCHULZ, M.D. 
MILTON G. HENDLICH, M.D. HAROLD F. SEARLES, M.D. 
JOHN S. KAFKA, M.D. WILHELM P. STIERLIN, M.D. 


CLINICAL PSYCHOLOGIST 
MARION I. HANDLON, Ph.D. 


INTERNISTS 
CORINNE COOPER, M.D. GEORGE SHARPE, M.D 


ROCKVILLE MARYLAND 
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‘MYSOLINE? 


BRAND OF PRIMIDONE 


IN EPILEPSY 


ms 


CLEAR EXPRESSION OF CONTROL 


44The most important drug to be introduced in recent years... 
This is the drug of choice in the treatment of psychomotor 
epilepsy and in focal seizures, and is of particular value 
in the handling of intractable cases of grand mal epilepsy.99* 


Employed alone or in combination, intractable to maximal doses of other anti- 
"Mysoline” exhibits dramatic effective- convulsants. Virtual freedom from toxic re- 
ness, often where epilepsy has remained actions is assured by a wide safety margin. 


“Forster, F.M.: Wisconsin M. J. 58:375 (July) 1959. Literature and bibliography on request. 


ra \AYERST LABORATORIES NEW YORK 16, N. Y. * MONTREAL, CANADA 


\ rj **Mysoline”’ is available in the United States by arrangement with Imperial Chemical Industries, Ltd. 


For further details please turn to page 45 
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When the Mountain Did Go to Mahomet 


For the parents of retarded or emotionally dis- 
turbed children, transportation expenses for enroll- 
ment and visits at a usually distant treatment 
center — added to the cost of residential treatment 
itself — could, on occasion, make it impossible for 
the parents to give their child the benefits of an 
individualized, twenty-four-hours-a-day program, 
under full professional guidance. 


Cognizant of this factor, The Devereux Founda- 
tion has pioneered three branches, which, in effect, 
make it one of the most accessible residential treat- 
ment centers in the United States. At each branch 
outstanding therapeutic, educational, and voca- 
tional services are available. 


Serving the East Coast, Devereux Schools are located at Devon, Pennsylvania (Mr. 
Charles J. Fowler, Director of Admissions); serving the West Coast, Devereux Schools at 
Senta Barbara, California (Mr. Keith A. Seaton, Registrar); and serving the Southwest, 
Devereux Schools at Victoria, Texas (Mr. John M. Barclay, Director of Development). 
These will welcome your inquiry. 
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HELENA T. DEVEREUX EDWARD L. FRENCH, Ph.D. 
Administrative Consultant Director 
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